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 APPLICATION FOR BENEFITS 
 
 
FORM NUMBER - 032-03-824 
 
PURPOSE OF FORM - To record a household's request for assistance and to 
provide information about the current situation needed to determine 
eligibility. 
 
NUMBER OF COPIES - One. 
 
DISPOSITION OF FORM - The application is to be completed by or on behalf of 
the applying household.  The completed application may be mailed to the 
agency or completed at the agency prior to or during an interview.  The 
completed application is to be filed in the eligibility case record.  The 
application must be retained for a minimum of three years. 
 
The application may be used to apply for benefits of other programs if 
assistance is requested within three months of the original filing date.  
The date of the application in this instance is the date of the secondary 
request. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - General instructions appear of the 
form for completion. 
 
If changes need to be made after the application is completed, the 
applicant should write the revised information near the original entry.  
The applicant must initial and date the changes.  Except for agency-use 
sections, eligibility workers may not add to or write on a completed 
application. 
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 ELIGIBILITY REVIEW FORMS 
 
 
FORM NUMBER - 032-03-729A 

        032-03-729B 
 
PURPOSE OF FORM - (1) To record a household's situation in order to review 
eligibility; and (2) to gather information about a new household member who 
is to be added at the time of the review.  Though not required for food 
stamps, the review forms may be used to gather information about a new 
household member who is to be added during the certification period. 
 
USE OF FORM - These forms are limited to reviews.  They may not be used in 
lieu of an application to either apply for benefits or to protect the date 
of application. 
 
NUMBER OF COPIES - One. 
 
DISPOSITION OF FORM - These forms are completed at the time of the 
eligibility review or when new household members are added.  Completed 
forms are to be filed in the eligibility case record. 
 
INSTRUCTIONS FOR PREPARATION OF FORMS - For reviewing eligibility, the 
front of Part A and all of Part B must be completed.  If new household 
members are to be added at the time of the review, the back of Part A must 
also be completed. 
 
Requirements for adding new household members between reviews vary by 
program.  For food stamps, a new member may be added based on information 
provided verbally by a responsible household member.  The household does 
not have to annotate the application, sign and date the application again, 
or complete the back of Part A.  At a minimum, the household must provide a 
verbal statement of the information on the back of Part A about the new 
member and note income, resource, or expense changes.  The back of Part A 
and Part B, in its entirety, must be completed in writing at the end of the 
next review. 
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 EVALUATION OF ELIGIBILITY 
 
 
FORM NUMBER - 032-03-823 
 
PURPOSE OF FORM - To document verification of elements used to determine 
eligibility and to document eligibility decisions. 
 
USE OF FORM - To be completed by the eligibility worker at application and 
review. 
 
NUMBER OF COPIES - One. 
 
DISPOSITION OF FORM - The form is to be kept in the case record. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the elements required for 
the program.  If a sectional element is not appropriate for the program, it 
should be marked Not Applicable (NA).  If an entire section does not apply, 
the section should be left blank. 
 
The disposition section must be completed to summarize the eligibility 
decision.  The form must be signed by the eligibility worker and should be 
signed by the supervisor, if a review of the action is completed. 
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Commonwealth of Virginia 
Department of Social Services 
 
 

 
PARTIAL REVIEWS AND CHANGES 

 
CASE NAME 
 
 

CASE NUMBER FIPS 
 

 
 

PROGRAM 
ACTION 
DATE 

EFFECTIVE 
DATE 

 
REASON FOR REVIEW, METHODS AND DATES OF VERIFICATION 

SIGNATURE AND DATE 
(Worker/Supervisor) 
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 PARTIAL REVIEWS AND CHANGES 
 
 
FORM NUMBER - 032-03-823B 
 
PURPOSE AND USE OF FORM - To be completed by the eligibility worker to 
document changed information and partial eligibility evaluations. 
 
NUMBER OF COPIES - One. 
 
DISPOSITION OF FORM - The form is to be kept in the eligibility case 
record. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying information 
for the case at the top of the form. 
 
The eligibility worker must complete the form to record changed elements 
and to document the impact of the change(s) on the household's eligibility. 
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 FOOD STAMP PROGRAM - HOTLINE INFORMATION 
 
 
FORM NUMBER - 032-03-819 
 
PURPOSE AND USE OF FORM - To inform each household of the timeframe the 
agency has to process its application. 
 
NUMBER OF COPIES - One. 
 
DISPOSITION OF FORM – The agency must complete the form and give it to the 
household on the day of application for benefits for any period for which 
the household has not already received benefits, i.e., new application, 
reapplication, or late recertification.  The agency must mail the form if 
the household filed the application by mail. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - 
 
The local agency must complete all blanks on the form. 
 
Enter the name of the person filing the application at “Name of  
 
Enter the date the household filed the application at “Your Date of 

 
 
At "The Date the Agency Must Give You Your Food Stamps or Decision," enter 
the date that is 30 days from the date of application, unless the applicant 
is entitled to expedited service.  If expedited service is appropriate, the 
date for this blank will be 7 days from the application date. 
 
If the application is expedited, the worker checks the block indicating 
that entitlement. 
 
Enter the information requested at “Name of Worker Completing This Form.” 
 
The worker must circle the name and number of the legal aid office serving 
the locality on the back of the flyer. 
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DEPARTMENT OF SOCIAL SERVICES 
FOOD STAMP PROGRAM 
 

KNOW YOUR RIGHTS WHEN APPLYING FOR FOOD STAMPS 
 
If you are interested in applying for Food Stamps, here is information you need to know: 
 
Persons applying for Food Stamps must file an application by submitting the application form to the 
Department of Social Services in the county or city where they live, either in person, through an authorized 
representative, or by mail. 
 
You have the right to file an application on the same day you contact the Department of Social Services in 
your locality.  The address and hours of the office are shown at the bottom of this notice.  Your application 
may be submitted any time during office hours. 
 
You may come to the office to pick up an application any time during office hours, or the agency can mail 
you an application on the same day you request it. 
 
If your resources and income are very low ($100 in resources and $150 in income), or you are a migrant or 
seasonal farmworker, or your combines gross monthly income and resources are less than your family’s 
shelter expenses, you may be eligible for expedited service.  This means that if you are eligible, you are 
entitled to receive food stamps within 7 days following the date your application is filed at the local social 
services department. 
 
Your Application will be reviewed on the day it is received for possible eligibility for expedited service. 
 
You have the right to file an application even if you appear to be ineligible for the program. 
 
You or a designated authorized representative may file an incomplete application as long as it contains a 
name, address, and signature of a responsible household member or properly designated authorized 
representative.  The agency has 30 days to process your application (7days, if expedited).  The 30-day (or 
7-day, if expedited) processing time begins the day after the application is received at the office. 
Additionally, your food stamp benefits for the month of application will be prorated from the date of 
application if you are found eligible. 
 
If your case is approved, you must receive your benefits within 30 days following the date of application 
(or 7 days, if expedited) 
 
As part of the Food Stamp application process, you will be required to have an in-office interview before 
being certified, but the interview is not necessary before filing an application.  Under certain hardship 
conditions, you may request the office interview be waived and replaced, for example, by a telephone 
interview. 
 
The Food Stamp Program has separate rules and processes from other programs.  You should apply for food stamps even if 
there are limitations on receiving benefits for other programs.   
 
YOU ARE ENCOURAGED TO APPLY FOR FOOD STAMPS THE SAME DAY YOU CONTACT THE AGENCY 
FOR ASSISTANCE. 
 
 
AGENCY NAME: 
 
 
ADDRESS: 
 
 
PHONE NUMBER: 
 
 
OFFICE HOURS: 
 
 
The Food Stamp Program is administered without regard to age, race, color, sex, disability, religious creed, 
national origin, or political beliefs.  The Virginia Department of Social Services is an equal opportunity 
provider. 
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 KNOW YOUR RIGHTS WHEN APPLYING FOR FOOD STAMPS 
 
 
FORM NUMBER - 032-03-821 
 
PURPOSE OF FORM - To consolidate information the local agency must share 
with an applicant for food stamps.  The Form's use is optional. 
 
USE OF FORM - May be given to applicants requesting food stamp program 
information instead of a verbal explanation of applicants' rights.  The 
agency must advise applicants that the form is a listing of program rights.  
The agency must also ensure that the applicant is able to read the form in 
English and comprehend it. 
 
NUMBER OF COPIES - One. 
 
DISPOSITION OF FORM - The flyer may be given to applicants inquiring about 
the Food Stamp Program. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying information 
at the bottom of the form, supplying the local agency's name, address, 
telephone number, and office hours. 
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COMMONWEALTH OF VIRGINIA 
DEPARTMENT OF SOCIAL SERVICES 
FOOD STAMP PROGRAM 
 

 

 
AGENCY USE ONLY 

 
 
1.  (  )  YES   (  )  NO Is income less than $150 
 AND resources $100 or less? 
IF YES, EXPEDITE 
 
 
2. .  (  )  YES   (  )  NO Is income plus resources less 
 than shelter? 
 
 Income   $_______________ 
 Resources   +$_______________ 
 Total   $_______________ 
 
 Shelter   $_______________ 
 
IF YES, EXPEDITE 
 
NOTE: If the household is entitled to the Utility  
 Standard, the Standard may be used to 
 determine Shelter, unless the household 
 chooses to use actual shelter costs. 
 
 

FOR MIRGRANT & SEASONAL FARMWORKERS 
 
3A. (  )  YES   (  )  NO Are resources $100 or less 
   AND, in the next 10 days, 
   $25 or less is expected 
   from new income source? 
 
IF YES, EXPEDITE 
 
3B. (  )  YES   (  )  NO Are resources $100 or less 
  AND no income is expected 
  from a terminated source 
  this month or next month? 
 
IF YES, EXPEDITE 

 
 
EXPEDITED SERVICE CHECKLIST 
 
NAME: _____________________________________________ 
 
DATE: ______________________________________________ 
 
I. (  )  YES    (  )  NO Has anyone for whom you are applying 
  received food stamps this month? 
 
 If YES, who: _____________________________________ 
 
          where: _____________________________________ 
 
II. INCOME BEFORE DEDUCTIONS this month for everyone 
 in your household.  Count money already received plus any  
 money expected to be received during this month.  
 
 Type of Income 
 
 
 ________________________________   $_____________ 
 
 ________________________________   $_____________ 
 
III. RESOURCES for everyone in your household:  
 
 Cash on Hand  $_____________ 
 Checking Accounts  $_____________ 
 Savings Accounts  $_____________ 
 
IV.  SHELTER EXPENSES this month.  Do not count amounts 
 due for previous months: 
 
 
 
 
 Rent/Mortgage  $_____________ 
 Electricity   $_____________ 
 Gas, Oil, Kerosene, Wood $_____________ 
 Water, Sewer  $_____________ 
 Garbage  $_____________ 
 Telephone (count basic service only) $_____________ 
 
 
 
 
V. (  )  YES   (  )  NO   Is anyone in your household a Migrant or a 
  Seasonal Farmworker? 
 
 
 

 

DETERMINATION 
 
(   )  EXPEDITED  (   ) NOT EXPEDITED 
 
Screened by: 
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 EXPEDITED SERVICES CHECKLIST 
 
 
FORM NUMBER - 032-03-718 
 
PURPOSE OF FORM - To assist agencies in screening households for 
entitlement to expedited services.   
 
USE OF FORM - To be completed, as needed, at the time of a new application, 
reapplication or a late recertification to identify households who are 
eligible for expedited services.   
 
NUMBER OF COPIES - One.   
 
DISPOSITION OF FORM - File in the case record.   
 
INSTRUCTIONS FOR PREPARATION OF FORM – Obtain the information on the left 
side of the form from the applicant.  The applicant, eligibility worker, 
screener, volunteer, or anyone else designated by the agency, may complete 
the left side of form. 
 
Agency personnel must complete the "Agency Use Section".  The form 
identifies each of the ways a household could be eligible for expedited 
service.  If a household is entitled to expedited services, the EW must 
conduct an interview and authorize benefits within the expedited service 
time frames.  Note however, that the interview may be postponed under 
certain circumstances.  
 
NOTE:  This form was developed to assist in screening households for 
expedited services.  Agencies which use appointment systems for interviews 
must screen all applicants to ensure that those entitled to expedited 
services are given appointments and delivered benefits within expedited 
time frames.  Agencies which interview clients on a walk-in, daily basis 
may not necessarily need to use this checklist, since determination for 
expedited service can be made during the interview.   
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COMMONWEALTH  OF VIRGINIA 
DEPARTMENT OF SOCIAL SERVICES 
CHECKLIST OF NEEDED VERIFICATIONS 
 

Case Number 

Program(s) Date 

Name 
 
 
 
Address 
 
 
 

 

Worker Telephone 

 
 
In order to receive assistance, you must provide the information checked below.  We will help you obtain the information.  If  
you cannot provide the information, or if you need help in providing the information, contact your worker.  Call collect, if nec- 
essary.  IF YOU DO NOT PROVIDE THIS INFORMATION OR CONTACT THE AGENCY BY THE FOLLOWING DATES, 
YOUR APPLICATION MAY BE DENIED. TANF: __________________________ FOOD STAMPS:_______________ 
 MEDICAID:___________________________ OTHER:_____________________ 
 
 
 
1. INCOME (Earned and Unearned) 
 for _________________________ 
(  ) Pay stubs  
(  ) Statement from employer 
(  ) Self -employment records  
(  ) Social Security/SSI benefits 
(  ) VA benefits 
(  ) Retirement income 
(  ) Child support, alimony payments 
(  ) Unemployment benefits 
(  ) Worker’s Compensation benefits 
(  ) Loans (personal or education) 
(  ) Scholarships, (BEOG, PELL 
 SEOG, CSAP, or other) 
(  ) Work-study pay stubs 
(  ) Other _______________________ 
 
2. WORK OR SCHOOL EXPENSES 
(  ) Day care expenses for child or adult 
(  ) School expenses (tuition, fees, books 
 supplies, transportation, or other) 
(  ) Other _______________________ 
 
3. RESOURCES 
(  ) Checking, sav ings, credit union,  
 Christmas Club account statements 
(  ) Stocks, bonds or CDs 
(  ) Pension plans, retirement  
 accounts, IRAs  
(  ) Burial plots, funds, contracts 
(  ) Real estate property  
(  ) Title, registration, or personal  property  
 tax receipt for motor vehicles, motor 
 boats, motor homes  
 

(  ) Life insurance policies  
(  ) Other ___________________________ 
 
4. SHELTER EXPENSES 
(  ) Rent or mortgage receipt  
(  ) Real estate taxes  
(  ) Homeowner’s insurance 
(  ) Electric bill 
(  ) Gas.Kerosene/oil/wood bill 
(  ) Water/sewage bill 
(  ) Garbage bill 
(  ) Phone bill 
(  ) Initial installation charge 
(  ) Other_______________________ 
 
5. LEGALLY RESPONSIBLE RELATIVE 
(  ) Income verification 
(  ) Statement of contribution 
(  ) Child support or alimony  
(  ) Extraordinary expenses  
(  ) Proof of continued absence 
(  ) Copy of support order 
(  ) Other _______________________ 
 
6. WORK REGISTRATION 
(  ) Registration form 
 
7. IDENTITY 
(  ) Driver’s license 
(  ) Voter registration card 
(  ) Clinic, medical card 
(  ) Work ID, school ID, library card 
(  ) Other _______________________ 

8. RESIDENCY, LIVING ARRANGE- 
 MENTS, SCHOOL ENROLLMENT 
(  ) Verification of residence 
(  ) Verification of child(ren) 
 living in the home 
(  ) School enrollment  
(  ) Separate arrangements to buy and 
 prepare food 
(  ) Other _______________________ 
 
9. DOCUMENTS 
(  ) SSN Cards/numbers 
(  ) Application for SSN card 
(  ) Declaration of citizenship 
(  ) Immigrant/Alien documentation 
(  ) Birth verification 
(  ) Verification of paternity  
(  ) Marriage certificate 
(  ) Divorce decree 
(  ) Death certificate 
(  ) Deprivation statement  
(  ) Other _______________________ 
 
10. MEDICAL INFORMATION 
(  ) Assignment of Rights form 
(  ) Medical form, statements 
(  ) Pregnancy statement  
(  ) Health insurance policies, cards  
(  ) Medicare card 
(  ) Health insurance premiums 
(  ) Medical bills for _______________ 
 ____________________________ 
(  ) Prescription drug bills 
(  ) HIPP forms 
(  ) Immunization records  
(  ) Other _______________________ 
 

 
Other inf ormation or verification needed:____________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________ 
 
 
032-03-814/8 (11/97) 
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 CHECKLIST OF NEEDED VERIFICATIONS 
 
 
FORM NUMBER - 032-03-814 
 
PURPOSE OF FORM - To advise households of verifications needed to process 
their applications.   
 
USE OF FORM - To be completed by the eligibility worker and given to the 
applicant to meet the requirement that households receive written notice of 
verification requirements.  The form is required for Food Stamps.  It may 
be used to inform applicants of verifications needed for other programs. 
 
NUMBER OF COPIES - Three. 
 
DISPOSITION OF FORM - The original is given to the household.  The agency 
retains a copy with the food stamp application and a copy may be filed with 
applications for other benefits. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying information 
at the top of the form.  Complete the sentence "Please provide information 
by: ________________" with the date by which verification is needed.  For 
an initial application or reapplication for food stamps, this date would be 
10 days from the date of application.  For a recertification application, 
this date would be 10 days from the interview date or other date when the 
household was told what was needed. No action may be taken to deny the 
application before the 30th day after the filing date if verifications are 
not provided by the 10th day. 
 
In the body of the form, check the items requiring verification. 
 
Use the blank lines at the bottom of the form for additional information or 
instructions.  For example, for expedited applications, information not 
available during the interview can be noted with instructions to submit the 
information within seven days following the application date.  The form 
must still indicate the verifications needed for normal processing however. 
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CASE NUMBER 
 
 
DATE 

COUNTY/CITY  

COMMONWEALTH OF VIRGINIA 
DEPARTMENT OF SOCIAL SERVICES 
FOOD STAMP PROGRAM 
NOTICE OF ACTION 
 
THIS IS TO INFORM YOU OF ACTION TAKEN ON YOUR FOOD STAMP APPLICATION CASE. 

 
       
 
 
 
       

 

  SECTION 1. ACTION ON APPLICATION DATED ____________________________ 
o Approved for following months _______________________________________________________________________________ 
 Amount first month $______________  Month covered ___________________  Amount for following months $________________ 
 You selected _____________________  as Head of Household.  If all adult members do not agree, contact your worker in 10 days. 
 NOTE:   If you applied for both Food Stamps and TANF or GR at the same time, and then are approved for TANF or GR benefits, your food stamp 
 amount may be reduced without advance notice.  
 o If this box is chec ked, your application was approved even though some verification was postponed.  We need the following information 
  or verification from you: _____________________________________________________________________________________________ 
  _________________________________________________________________________________________________________________ 
  If we do not receive these by ______________________________ your case will be closed effective ________________________________ 
  If this verification results in changes in your household’s eligibility or amount of benefits, we will make such changes without advance notice. 
o Denied.  See Section 3 
o Continue to hold application pending.  The cause for delay is: 
  o Agency delay.  Your application will be processed as soon as possible.  
  o Client delay. 
  o We are waiting for the following information from you:______________________________________________________________________ 
   We must have this information by __________________________________________________________ or your application will be denied. 

__________________________________________________________________________________________ 

SECTION 2. ACTION ON FOOD STAMP CASE 
o Changed from $ ________________________ to $_______________________ effective ________________________________________________ 
  o If this box is checked, we must receive the following verification from you:______________________________________________________ 
  _________________________________________________________________________________________________________________ 
   We must receive this verification by ______________________ If you allotment was increased but we do not receive this verification,  
   you benefits will go back to the amount $_____________________ effective ___________________ without advance notice.  
o Reinstated – Amount $___________________________ effective ____________________________________________________ 
o Supplemented – Amount $______________________________________ for the month of ________________________________ 
o Suspended for the month of __________________________________________________________________________________ 
o Terminated effective ________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 

SECTION 3. ACTION ON FOOD STAMP CASE 
_____________________________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________________________ 
 
 
__________________________________________________________________________________________ 
YOU    MUST    REPORT    WITHIN   10    DAYS    REQUIRED    CHANGES   IN    THE  PERSONS  IN  YOUR 
HOUSEHOLD AND IN YOUR FINANCIAL SITUATION.  If necessary, you may call collect. 
 
Children approved for food stamp benefits and attending public school may be eligible for free meals.  Call your school for more information. 
 
Food stamps or an ATP card not received in the mail or destroyed after receipt may be replaced if the loss is reported right away.  
 
If you do not agree with the action we have taken or the amount of food stamp you are receiving, you can have a fair hearing on your case.  At the 
hearing you will have a chance to explain why you think we made a mistake, and a hearing officer will decide if you are right.  To request a fair hearing, 
you may call me at the number below or write to the Virginia Department of Social Services, Attention:  Manager, Appeals and Fair Hearings, 730 East 
Broad Street, Richmond, Virginia 23219-1849.  You may also request a fair hearing by calling toll free 1-800-552-3431.  You must request your hearing 
within the next 90 days.  If you appeal the action on your case before ________________________ assistance may continue.  However, if assistance is 
continued, you may have to repay food stamp benefits you received during the appeal process if the hearing decision supports the agency action.  For 
additional information about appeals and fair hearings, please see the back of this notice.  
 
Worker  
 
 
 

Telephone Number  For Free Legal Advice Call 

032-03-117/14 (12/97) 
 

CLIENT 
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APPEALS AND FAIR HEARINGS 
 
A fair hearing provides you the opportunity to review the way a local agency social services agency has handled your 
situation concerning your stated need for food stamps.  The fair hearing is a private, informal meeting at the 
local social services agency with you and anyone you wish to bring as a witness or to help you tell your story, 
such as a lawyer.  A representative of the local agency will be present as well as a hearing officer.  The 
hearing officer is the official representative of the State Department of Social Services. 
 
In addition to filling an appeal, you also have the right to request a conference with your local social services 
agency, at which time the agency must give you an explanation of its proposed action.  You must also be 
given the opportunity to present any information on which your disagreement with the agency’s proposed 
action is based.  At such a conference, you have the right to have your story presented by an authorized 
representative, such as a friend, relative or lawyer. 
 
If you request the conference within 10 days of receipt of your advance notice of proposed action to decrease 
or terminate your food stamp benefits, the proposed action will not be taken until a decision is made at your 
conference. 
 
If you are not satisfied with the local social services agency’s action following the conference, and you want to 
request that your food stamp benefits be continued as usual until a hearing decision is received, you must file 
an appeal within two days following the date of the conference.  If you do not request a conference but file 
your appeal within 10 days of your advance notice of proposed action to decrease or terminate your food 
stamp benefits, your benefits may be continued until a hearing decision is reached.  However, if the agency’s 
action is upheld, you will be required to repay the food stamp benefits received during the appeals process. 
 
If you wish to request a hearing, follow the instructions on the front of this form. 
 
The person who conducts the hearing is someone from the State Department of Social Services, not some- 
one from your local social services agency.  The hearing officer makes a decision on your appeal. 
 
You will be notified of the date and time for your hearing at the local social services agency or at a location 
agreeable to you and the agency.  If you cannot be there on that day, call your eligibility worker immediately. 
If you need transportation, the local agency will provide it.  You may bring a representative and/or witnesses 
to the hearing to help you tell your story.  Your eligibility worker, a local agency supervisor, and possibly other 
agency staff who know about your case may also be at the hearing to tell how the agency’s decision was 
reached. 
 
At the hearing, you and/or your representative will have the opportunity to: 
 
 (1) examine all documents and records which are used at the hearing; 
 
 (2) present your case or have it presented by a lawyer or by another authorized representative; 
 
 (3) bring witnesses; 
 
 (4) establish pertinent facts and advance arguments; and 
 
 (5) question or refute any testimony or evidence, including the opportunity to confront and cross- 
  examine adverse witnesses. 
 
The decision or recommendation of the hearing officer shall be based exclusively on evidence and other 
material introduced at the hearing, except when medical information is requested or other essential 
information is needed.  In such an event, you and the local social services agency would be given the 
opportunity to question or refute this additional information. 
 
You will be notified in writing of the hearing officer’s decision on your appeal within 60 days of the date your 
appeal request is received by the State Department of Social Services. 
 
It is YOUR RIGHT TO APPEAL decisions of the local social services agency, consequently, if you want more 
information or help with an appeal, you may contact the local social services agency.  It will not cost you 
anything to request a fair hearing, and you will not be penalized for asking for a fair hearing.  If you desire free 
legal advice, you may contact your local legal aid office. 
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 NOTICE OF ACTION 
 
 
FORM NUMBER - 032-03-117 
 
 
PURPOSE OF FORM - To notify an applicant/recipient of eligibility action 
taken on an application or an ongoing food stamp case. 
 
 
USE OF FORM - To be prepared and sent immediately or within the appropriate 
time standard following action on an application or a food stamp case.   
 
The Notice of Action may be used in place of the Advance Notice of Proposed 
Action for food stamp only cases.  It is to be used in all instances where 
policy requires the use of an "adequate notice".   
 
 
NUMBER OF COPIES - Two.   
 
 
DISPOSITION OF FORM - The original is to be forwarded to the head of the 
household.  One (1) copy is to be retained in the case file.   
 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying information 
at the top of the form.   
 
SECTION 1 
Use this section to inform the household of the disposition of an 
application, reapplication or recertification.   
 
Enter the date of the application. 
 
Check the appropriate box to show the disposition of the application. 
 
For approvals, indicate the months of certification, the allotment and 
months covered by the first issuance, and the amount for following months.   
 
If the application was expedited and verification was postponed, check the 
box which says "If this box is checked...." List the postponed verifica-
tion, the date by which the verification is needed, and the effective date 
of closure if the verification is not received.  The deadline date for 
submitting the verifications will be the 30th day after the application 
filing date and the closure date will be the last day of the month of  
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application for applications filed before the 15th day of the month.  For 
applications filed on or after the 16th day of the month, the verification 
deadline and closure date will be the last day of the month after the month 
of application. 
 
For applications which must be held pending an additional 30 days, check 
whether the delay was caused by the agency or household.  If information is 
still needed, indicate the missing information and date by which 
information is needed to prevent denial.   
 
 
SECTION 2 
Use this section to inform the household of action taken on an ongoing food 
stamp case.   
 
Check the appropriate box to show a change in an allotment, a reinstate-
ment, a supplement, a termination or a suspension.  An "other" block is 
also provided for situations that may not be covered by the choices listed.   
 
If verification is needed of a change, check the indented block which 
explains that verification must be received or the allotment will revert to 
the previous amount.  Complete blanks as needed for the specific situation. 
 
 
SECTION 3 
Use this section to explain the reason for the action taken or to give a 
further explanation of any of the items checked in Sections 1 or 2.   
 
Complete the information at the bottom of the form.  A date must be entered 
in the space provided in the appeal information section whenever the form 
is sent for negative actions to reduce, terminate, or to suspend benefits.  
A date must not be entered when the form is sent for approvals or denials 
of applications. 
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 ADVANCE NOTICE OF PROPOSED ACTION 
 
 
FORM NUMBER - 032-03-018 
 
PURPOSE OF FORM - (1) To notify a household of a reduction, termination or 
suspension of benefits which occurs within the certification period; and, 
(2) to advise the household of its right to a local agency conference and 
its right of appeal to the State agency.   
 
USE OF FORM - (1) To be prepared immediately following the decision of the 
local agency that the above action is indicated; and, (2) to be mailed to 
the recipient immediately or as soon as possible after such decision.   
 
This form may be used to advise recipients of simultaneous decreases or 
terminations in more than one program.  Mandates for joint use in Public 
Assistance and Food Stamps are contained in Part XIV.A.3. of this manual 
and in Section 401.4 of the AFDC Manual.   
 
NUMBER OF COPIES - Three.   
 
DISPOSITION OF FORM - The original is to be issued to the head of the 
household.  One (1) copy is to be retained in the food stamp case file and 
one (1) copy is to be placed in another program file, if appropriate.   
 
INSTRUCTIONS FOR PREPARATION OF FORM - Enter the appropriate identifying 
information at the top of the form.  The name and mailing address of the 
recipient are to be inserted in the space at the top of the form, spaced in 
such a way that a window envelope can be used for mailing.  Enter all the 
case numbers and categories related to the proposed action.   
 
For each program section, enter, as appropriate: 
 

a. Action Type 
 

b. Reason for Proposed Action 
 

c.  Manual Reference 
 

d. Worker's Name and Telephone Number 
 

e. Amount of Reduction - Enter the former and new assistance or 
allotment amounts. 

 
f. Effective Date - Enter the date of the proposed action.  This 

date must be at least 11 days after the date the form is 
mailed. 
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Examples 
 

(1) An Advance Notice of Proposed Action is mailed on 
October 15; the effective date of proposed action would 
be November 1.   

 
(2) An Advance Notice of Proposed Action is mailed on October 

25; the effective date, if check is issued the first of 
each month, would be December 1.   

 
 
MEDICAID SECTION - 
 

a. When it is established that a recipient, or any member of a 
recipient's family unit, is ineligible for Medicaid, for 
reasons other than income in excess of the established amount:   

 
1) Enter the effective date of the proposed action. 

 
2) Ineligible Members - Enter the names of all ineligible 

individuals.   
 

b. When it is established that an otherwise eligible recipient, or 
family unit, is ineligible due to income in excess of the 
established amount:   

 
1) Enter the amount of the excess income which must be spent 

or incurred in medical expenses before eligibility can be 
established.   

 
2) Enter the date which identifies the end of the 

appropriate six-month spend down which begins the first 
day of the month of termination.   

 
APPEALS - 
 

a. For Food Stamp and Financial Services actions, enter the date 
that is 11 days after the date of mailing to indicate the date 
before which a timely appeal can be filed.   

 
For Medicaid actions, enter the effective date of the proposed 
action to indicate the date before which a timely appeal can be 
filed.   

 
b. Enter the effective date of the proposed action.   

 
c. Enter the address of the local agency, the date of mailing, and 

the telephone number of the local legal aid representative, if 
any.   
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 NOTICE OF EXPIRATION 
 
 
FORM NUMBER - 032-12-157 (Manual version 032-03-157) 
 
PURPOSE OF FORM - To advise the household (1) that its certification period 
is about to expire; and, (2) that a new application is necessary to 
establish further entitlement. 
 

USE OF FORM - Households approved in the last month of their certification 
period, i.e., households certified retroactive to a previous month(s), must 
have the expiration notices at the time of certification.  All other 
households must have the expiration notices no later than the last day of 
the next to the last month of the current certification period, but not 
earlier than the first day of the next to the last month of the current 
certification period.  When the agency mails the Notice of Expiration, 
allow two days for delivery in addition to the postmark date.  The Notice 
of Expiration will run on the 8th of the month.  If the 8th is on a weekend 
or holiday, the Notice of Expiration will run on the last working day 
before the weekend or holiday. 

 
NUMBER OF COPIES - Two. 
 
DISPOSITION OF FORM - The agency must give or mail the original Notice of 
Expiration to the head of the household.  One (1) copy remains in the case 
file. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete all blanks. 
 
Below the agency's address enter the date the certification period will 
end, which is the last day of the last month of certification, in the space 
provided.  Enter an alternate address for the agency at the bottom of the 
form, if appropriate. 
 
Enter the date by which the household must file an application for 
recertification.  For households approved in the last month of their 
certification period, this will be 15 calendar days from the date the 
notice will be received.  (Allow two days for mailing in addition to the 
postmark date.)  For all other households, this will be the 15th calendar 
day of the last month of certification. 
 
Indicate whether the agency mailed or gave the form to the recipient on the 
date indicated. 
 
Enter information regarding an interview date and time. 
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CASE NAME CASE  NUMBER COMMONWEALTH OF VIRGINIA 
DEPARTMENT OF SOCIAL SERVICES 
 
CHANGE REPORT WORKER NAME LOCALITY 

 AGENCY TELEPHONE NUMBER  

 
Use this form or call your worker to report changes listed below for your Food Stamps or Temporary 
Assistance for Needy Families (TANF) case. 
 
Report changes within 10 days of the day they occur; but at the latest, you have until the 10th day of the 
following month to report the change. 
 
Note:  If you have a Medicaid case, you must report all changes to your Medicaid worker within 10 days. 
 

 
 
 

New Address (Street, Apt. Number) 
 

City, State Zip Telephone 

 

 
 
 
Number of People 
in your Household Monthly Weekly Every 2 weeks Twice a month 

1 $1,037 $241.16 $ 482.32 $ 518.50 
2 1,390 323.25   646.51   695.00 
3 1,744 405.58   811.16   872.00 
4 2,097 487.67   975.34 1,048.50 
5 2,450 569.76 1,139.53 1,225.00 
6 2,803 651.86 1,303.72 1,401.50 
7 3,156 733.95 1,467.90 1,578.00 
8 3,509 816.04 1,632.09 1,754.50 

For each additional 
member add 

 
+ $354 

 
+ $82.32 

 
+ $164.65 

 
+ $177.00 

 These amounts are good through 9/30/06. 
 
Add gross income for all the people in your household.          New income total $ _________________  
 
 
 
 
 

 
 
 
 
 

Name Date moved out 
 

Name Date moved out 
 
 

 
 
 
 
 
 
Change that has occurred ____________________________________________________________ 
_________________________________________________________________________________ 
 
032-03-051/18 (10/05) 

NAME 
 

NUMBER OF HOURS WHERE WORKING 

ADDRESS CHANGE 

GROSS INCOME FOR YOUR HOUSEHOLD GOES OVER THE LIMIT BELOW 

THE NUMBER OF WORK HOURS IN A WEEK GOES UNDER 20 FOR MEMBERS WHO 
ARE 18-50 IF THERE ARE NO CHILDREN IN THE HOUSE

CHANGES THAT MAY AFFECT VIEW PARTICIPATION FOR TANF.  DISCUSS WITH  
YOUR VIEW WORKER. 

IF YOU RECEIVE TANF, TELL US IF AN ELIGIBLE CHILD LEAVES YOUR HOME 
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CHANGE IN SHELTER EXPENSES 

Rent or Mortgage 
$       per 

Property Taxes 
$       per 

Homeowner’s Insurance 
$       per 

Electricity 
$       per 

Gas 
$       per 

Oil 
$       per 

Kerosene, Coal, wood, etc.  List and give amount 

Water/Sewer 
$       per 

Garbage 
$       per 

Telephone (Basic Service Only)
$       per 

Installation Fees  
$       per 

 
CHANGE IN DAY CARE EXPENSES 

Person paying for care 
 

Person receiving care Amount billed 
$ 

How often? 

 
CHANGE IN MEDICAL EXPENSES FOR MEMBER WHO ARE 60 OR MORE OR DISABLED 

Name 
 

Type of expense Amount billed 
$ 

 
 

  

 
CHANGE IN LEGALLY OBLIGATED CHILD SUPPORT PAID TO ANOTHER HOUSEHOLD 

Person paying support 
 

Person receiving support Amount legally obligated 
$                      per 

Amount paid 
$                    per 

 
CHANGE IN THE NUMBER OF PEOPLE IN YOUR HOUSEHOLD  Has ANYONE MOVED IN? 

Name 
 

Date moved in Relationship to you Social Security Number 
 

Date of Birth 
 

Race (not required) Sex Marital Status 
 

U.S. Citizen 
Yes (   )       No (   ) 

If Alien, give alien number, date of
entry 

Last school grade completed Currently in School? 
Yes (   )      No (   ) 

 
 HAS ANYONE MOVED OUT?: 

Name Date moved out 
 

Name Date moved out 
 

 
 
 
 
 

 (   ) YES    (   )  NO      Do you expect any of the change(s) you listed on this report to continue beyond this month?  If YES, 
explain 
 
 

 
 
 
I declare that all information I gave on this form is correct and complete to the best of my knowledge and belief. 
 
Signature____________________________________________________________   Date ____________________________ 
 

 
The Virginia Department of Social Services is an equal opportunity provider. 

CHANGES YOU MAY WANT TO REPORT

HOW LONG DO YOU EXPECT THE CHANGE(S) TO CONTINUE 
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 CHANGE REPORT 
 
 
FORM NUMBER - 032-03-051 
 
PURPOSE OF FORM - To provide a recipient household with a method of 
reporting changes in circumstances. 
 
USE OF FORM - Recipient households may use the form to report changes 
in circumstances.  Households must report changes to the agency when 
they occur but no later than 10 days after the month of the change. 
 
NUMBER OF COPIES - One. 
 
DISPOSITION OF FORM - The agency must provide the Change Report to all 
households at the time of initial application and reapplication and at 
recertification if the income limits listed on the form have changed or 
if the household needs another form.  The agency must also provide the 
Change Report form whenever the household returns a completed one or 
reports a change in the household size. 
 
INSTRUCTIONS FOR PREPARATION OF FORM – The EW must complete information 
at the top of the form before providing the form to the household. 
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COMMONWEALTH OF VIRGINIA 
DEPARTMENT OF SOCIAL SERVICES 
FOOD STAMP PROGRAM 
 
ENTITLEMENT TO RESTORATION OF LOST BENEFITS 

CASE NUMBER 
 
 
 
DATE 
 
 
 

                
 
 
 
 
 
 
                

LOCALITY 
 
 
 

WORKER 

 
o YOU ARE ENTITLED TO A RESTORATION OF BENEFITS BECAUSE YOUR PRIOR ALLOTMENT WAS INCORRECTLY 
 CALCULATED OR YOU WERE DENIED IMPROPERLY. 
 
 TOTAL AMOUNT OWED $_____________________________ MONTH(S) RESTORATION COVERS_________________ 
 
 REASON__________________________________________________________________________________________ 
 
 _________________________________________________________________________________________________ 
 
 o IF THIS BLOCK IS CHECKED, YOU WERE OVERISSUED FOOD STAMPS, YOUR RESTORATION WAS REDUCED 
  BY THE AMOUNT YOU WERE OVERISSUED. 
 
  AMOUNT YOU WERE OVERISSUED $_____________ AMOUNT YOU ARE ENTITLED TO RECEIVE$________ 
 
o YOUR REQUEST FOR RESTORATION OF BENEFITS, DATED _________________________ WAS DENIED DUE TO 
 
 _________________________________________________________________________________________________ 
 
 _________________________________________________________________________________________________ 
 
 _________________________________________________________________________________________________ 
 
 IF YOU DO NOT AGREE WITH THIS DECISION, YOU CAN REQUEST A FAIR HEARING.  AT THE HEARING, YOU 
 WILL HAVE A CHANCE TO EXPLAIN WHY YOU THINK WE MADE A MISTAKE. A HEARING OFFICER WILL DECIDE 
 IF YOU ARE RIGHT. TO REQUEST A FAIR HEARING, OR IF YOU WANT TO KNOW MORE ABOUT HOW A FAIR 
 HEARING WORKS..  CALL YOUR WORKER AT THE NUMBER SHOWN BELOW, OR CALL TOLL FREE 1-800-552- 
 3431, OR WRITE TO: 
 
 
 

HEARINGS AND LEGAL SERVICES MANAGER 
VIRGINIA DEPARTMENT OF SOCIAL SERVICES 

730 EAST BROAD STREET 
RICHMOND, VIRGINIA 23219-1849 

 
 
 
IF YOU WANT TO REQUEST A FAIR HEARING, YOU MUST DO SO WITHIN 90 DAYS FROM THE DATE OF THIS NOTICE. 
‘ 
FOR ADDITIONAL INFORMATION ABOUT APPEALS AND FAIR HEARINGS, PLEASE SEE THE BACK OF THIS NOTICE. 
 
ELIGIBILITY WORKER TELEPHONE NUMBER FOR FREE LEGAL ADVICE CALL 

 
 
 

 
032-03-153/10 (10/01) 
 
 
 

CLIENT 
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APPEALS AND FAIR HEARINGS 
 
A fair haring provides you opportunity to review the way a local social services agency has handled your situation concerning your 
stated need for food stamps.  The fair hearing is a private, informal meeting at the local social services agency with you and anyone you 
wish to bring as a witness or to help you tell your story, such as a lawyer.  A representative of the local agency will be present as well 
as a hearing officer.  The hearing officer is the official representative of the State Department of Social Services.  
 
In addition to filing an appeal, you have the right to request a conference with your local social services agency, at which time the agency 
must give you an explanation of its proposed action.  You must also be given the opportunity to present any information on which your 
disagreement with the agency’s proposed action is based.  At such a conference, you have the right to have your story presented by an 
authorized representative, such as a friend, relative, or lawyer.  
 
If you request the conference within 10 days of receipt of your advance notice of proposed action to decrease or terminate your food stamps, 
the proposed action will not be taken until a decision is made at your conference. 
 
If you are not satisfied with the local social services agency’s action following the conference, and you want to request that your food stamps 
be continued as usual until a hearing decision is received, you must file an appeal within two days following the date of the conference. 
If you do not request a conference but file your appeal within 10 days of your advance notice of action to decrease or terminate your food 
stamps, your benefits may be continued until a hearing decision is reached.  However, if the agency action is upheld, you will be required 
to repay assistance received during the appeal process.  
 
If you request an appeal concerning food stamps, the local social service agency must offer you a conference after your appeal is filed. 
 
If you wish to request a hearing, follow the instructions on the front of this form. 
 
The person who conducts the hearing is someone from the State Department of Social Services, not someone from your local social services 
agency.  The hearing officer makes a decision on your appeal. 
 
You will be notified of the date and time for your hearing at the local social services agency or at a location agreeable to you and the 
agency.  If you cannot be there on that day, call your service or eligibility worker immediately.  If you need transportation, the local agency 
will provide it.  You must bring a representative and/or witness to the hearing to help you tell your story.  Your service or eligibility worker,  
a local agency supervisor, and possibly other agency staff who know about your case may also be at the hearing to tell how the agency’s 
decision was reached. 
 
At the hearing, you and/or your representative will have the opportunity to: 
 
 (1) examine all documents and records which are used at the hearing; 
 
 (2) present your case or have it presented by a lawyer or by another authorized representative; 
 
 (3) bring witnesses; 
 
 (4) establish pertinent facts and advance arguments; and 
 
 (5) question or refute any testimony or evidence, including the opportunity to confront and cross-examine  
  adverse witnesses. 
 
The decision or recommendation of the hearings officer shall be based exclusively on evidence and other material introduced at the 
hearing, except when medical information is requested or other essential information is needed.  In such an event, you and the local 
social services agency would be given the opportunity to question or refute this additional information. 
 
You will be notified in writing of the hearing officer’s decision on your appeal within 60 days of the date your appeal request is received 
by the State Department of Social Services.  
 
It is YOUR RIGHT TO APPEAL decisions of the local social services agency, consequently, if you want more information or help with an 
appeal, you may contact the local social services agency.  It will not cost you anything to request a fair hearing, and you will not be penalized 
for asking for a fair hearing.  If you desire free legal advice you may contact your local legal aid office. 
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ENTITLEMENT TO RESTORATION OF LOST BENEFITS

FORM NUMBER - 032-03-153

PURPOSE OF FORM - To notify a household of its entitlement to restoration
of lost benefits.

USE OF FORM - To be completed at the time the local agency determines a
household is entitled to restoration of lost benefits, or denies a request
for restoration.

NUMBER OF COPIES - Two.

DISPOSITION OF FORM - The original is sent to the household.  The copy is
to be retained in the case record.

INSTRUCTIONS FOR PREPARATION OF FORM

Complete the identifying information at the top.

Check the first box to inform a household that it is entitled to a
restoration.  Complete the information requested on the form.  If the
restoration was offset against an amount which was previously overissued,
check the small block in the second paragraph and complete the information
requested.

Check the second box if the request for restoration is denied and complete
the information requested.

Complete the information at the bottom of the form.
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Request for Verification/Missed Interview 
 
 
FORM NUMBER - 032-03-385 
 
PURPOSE OF FORM - To request a household provide clarification or 
verification of the household's circumstances or to notify the household of 
a missed scheduled interview. 
 
USE OF FORM - The Eligibility Worker (EW) must complete the form to request 
clarification, verification, or action taken by an applying or 
participating household.  The household must take the requested action 
within ten days.  The EW must follow this form with an Advance Notice of 
Proposed Action or Notice of Action if the agency alters the household's 
eligibility or benefit level in response to the Request for Verification 
form. 
 
This form is not intended to amend the request for information or 
verification needed for an application.  The EW should send a revised 
Checklist of Needed Verifications in this instance. 
 
NUMBER OF COPIES - Two. 
 
DISPOSITION OF FORM - The agency must mail the form to the household and 
retain a copy of the completed form. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - The worker must complete the general 
case information and note the specific request for which the household is 
responsible for completing, including rescheduling an interview.  The 
worker must also include the deadline for the submission of the information 
that is ten days after the mailing date.  The EW does not need to include a 
date at the bottom of the form if the household fails to attend a scheduled 
interview if this is the sole purpose for sending the household the notice. 
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REQUEST FOR ASSISTANCE 
 
FORM NUMBER - 032-03-875 
 
PURPOSE OF FORM - To indicate intent to apply for benefits by applicant. 
 
USE OF FORM - To be completed by an applicant to begin the application 
process through the ADAPT system.  The form completed with the applicant's 
name, address and signature will secure the application date regardless of 
the eventual date of completion of the interactive interview and signed 
Statement of Facts.  The form will also allow an evaluation of entitlement 
to expedited service processing. 
 
NUMBER OF COPIES - One. 
 
DISPOSITION OF FORM - The form must be retained in the case record with the 
appropriate Statement of Facts. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - General instructions appear of the 
form for completion. 
 
If changes need to be made after the application is completed, the 
applicant should write the revised information near the original entry.  
The applicant must initial and date the changes.  Except for agency-use 
sections, eligibility workers may not add to or write on a completed 
application. 
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INTERIM REPORT FORM – REQUEST FOR ACTION 
 
FORM NUMBER – 032-03-649 
 
PURPOSE OF FORM – To notify a household of required actions it must take 
for submitting the Interim Report or any needed verifications. 
 
USE OF FORM – The agency may use this form to tell households what action 
is needed to process the Interim Report to avoid closure of the case. 
 
NUMBER OF COPIES – Two 
 
DISPOSITION OF FORM – The agency must notify households when they fail to 
complete the Interim Report form or fail to submit needed verification or 
information.  If the household fails to submit the Interim Report, the EW 
must include another copy of the Interim Report with this request for 
action.  If the household files an incomplete form or fails to submit 
needed information, the EW must return the original Interim Report to the 
household along with this action form. 
 
INSTRUCTIONS FOR PREPARATION OF FORM – The EW must complete identifying 
case and agency information at the top of the form.  The EW must complete 
the action required of the household and include a date for submitting the 
form or information/verification.  The EW must sign and date the form and 
include a telephone number for legal assistance. 
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Commonwealth of Virginia 
Department of Social Services 
 
Case Name Case Number 

 
Secondary Case Name Secondary Case Number 

 

FIPS EW Date 

 
DOCUMENT METHODS AND DATES OF VERIFICATION REQUIRED BY PROGRAM(S) BEING EVALUATED. 
1. MEMBER INFORMATION 
 
 MBR 

# 
NAME 

LAST         FIRST        MI 
SOCIAL SECURITY 

NUMBER 
(# of APP mm/dd/yy) 

 
DATE OF BIRTH 

CITIZENSHIP/ 
ALIEN STATUS 

 
RELATIONSHIP 

 
 
 
1 

   
VFN: 

 
VFN: 

 
VFN: 

 
VFN: 

 
 
 
2 

   
VFN: 

 
VFN: 

 
VFN: 

 
VFN: 

 
 
 
3 

   
VFN: 

 
VFN: 

 
VFN: 

 
VFN: 

 
 
 
4 

   
VFN: 

 
VFN: 

 
VFN: 

 
VFN: 

 
 
 
5 

   
VFN: 

 
VFN: 

 
VFN: 

 
VFN: 

 
 
 
6 

   
VFN: 

 
VFN: 

 
VFN: 

 
VFN: 

 
 
 
7 

   
VFN: 

 
VFN: 

 
VFN: 

 
VFN: 

 
 
 
8 

   
VFN: 

 
VFN: 

 
VFN: 

 
VFN: 

 
INDICATE ANY CHANGES TO THE ABOVE INFORMATION AND DOCUMENT METHOD AND DATE OF VERIFICATION. 
 
 
 
 
 
 
 
032-03-823A/2 (6/95) 
 
 
 

PERMANENT VERIFICATION LOG 
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2.    DOCUMENTS AND VERIFICATIONS (WHEN REQUIRED BY POLICY) 
 

BIRTH RECORDS AND IMMUNIZATIONS 

Name 
 

Dob Place Of Birth Sex Race 

Mother’s Maiden Name Father’s Name BVS#/VFN 
 

Immunizations, Dates 
 

 
 
Name 
 

DOB Place Of Birth Sex Race 

Mother’s Maiden Name Father’s Name BVS#/VFN 
 

Immunizations, Dates 
 

 
 
Name 
 

DOB Place Of Birth Sex Race 

Mother’s Maiden Name Father’s Name BVS#/VFN 
 

Immunizations, Dates 
 

 
 
Name 
 

DOB Place Of Birth Sex Race 

Mother’s Maiden Name Father’s Name BVS#/VFN 
 

Immunizations, Dates 
 

 
MARRIAGE RECORDS 

Wife’s Maiden Name 
 

Husband’s Name 

Date of Marriage Place VFN 
 

 
DIVORCE RECORDS 

Husband 
 

Wife 

Date of Divorce Place VFN 
 

 
DEATH RECORDS 

Name of Deceased 
 
Date of Death Place VFN 

 
- 2 - 
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 PERMANENT VERIFICATION LOG 
 
 
FORM NUMBER - 032-03-823A 
 
PURPOSE OF FORM - To document verification of eligibility factors which are 
generally not subject to change. 
 
USE OF FORM - To be completed, at initial certification, recertification or 
during the certification period, when a household has a circumstance 
requiring a one-time-only verification or a change requiring verification. 
 
NUMBER OF COPIES - One. 
 
DISPOSITION OF FORM - The form is to be kept in the case record.  If 
additional space is needed, use an additional form. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying information 
at the top of the form. 
 
Complete the elements required for the Food Stamp Program.  If an element 
does not apply, leave the element blank.  Document the method and date of 
verification for each element required. 
 
Document changes to previously verified information and document the method 
and date of verification for the change. 
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COMMONWEALTH OF VIRGINIA 
DEPARTMENT OF SOCIAL SERVICES 
DIVISION OF BENEFIT PROGRAMS 
 
NON-RECEIPT AFFIDAVIT/EBT CARD REPLACEMENT REQUEST 

CASE NUMBER 
 
 
 
 

FS CASE NAME DATE LOCALITY 
 
 
 
 

 

ADDRESS CITY, STATE, ZIP 
 
 
 
 

 
 
CHECK (✓ ) THE BOX BELOW WHICH DESCRIPBES THE REPLACEMENT 
REASON: 
 
❏  Non receipt of authorization                       ❏  Food destroyed in a 
    to participate (EBT) card                                    household disaster 
 
❏  EBT card destroyed/stolen              
 
 
 

 
How was the EBT card of food destroyed or damaged? 
 
 
 
 
 

 

Value of destroyed food If the EBT card was stolen, have you filed a police report? 
 ❏   Yes  ❏   No 
 
Where filed?_____________________________________________________ 
 
Date:___________________________________________________________ 
 
 

 
 
 
 

 
I hereby certify, under penalty of perjury and/or fraud, that the household listed above has not received its electronic benefits transfer 
(EBT) card or has experienced the destruction of food, the destruction of the EBT card, or has experienced the theft of an EBT card in 
the month of __________________________________________________________________, (year) 
 
________________________  
 
 
 

 

 
Signature 
 
 

 
Date 

 
 
 
 
 
 
 

The Virginia Department of Social Services is an equal opportunity provider. 
 
032-03-388 (10/01) 
 
 

CLIENT 
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 NON-RECEIPT AFFIDAVIT/EBT Card Replacement Request 
 
 
FORM NUMBER - 032-03-388 
 
PURPOSE AND USE OF FORM – This form will allow the local agency to assess 
the reason for a replacement of an EBT card or determine the value of food 
destroyed.  Depending on the reason for the loss, the local agency may 
credit the card replacement fee back to the household’s EBT account or 
provide additional food stamp benefits to cover the value of food 
destroyed. 
 
USE OF FORM – The local agency must provide the affidavit to households 
that request the form or who request a credit of the card replacement fee.  
The agency must provide the form to households that report the loss or 
destruction of the EBT card due to a reason for which the local agency may 
credit the card replacement fee.  The agency must also provide the form to 
households that report a household disaster that resulted in the loss of 
food purchased with food stamp benefits. 
 
NUMBER OF COPIES - Two.   
 
DISPOSITION OF FORM – The local agency must provide a copy of the completed 
form to the household and file a copy in the case record. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Local agency staff should complete 
the identifying case information at the top of the form.  A household 
member or an authorized representative must complete or provide information 
for the bottom section regarding the replacement of the EBT card or food 
destroyed.  A household member must sign and date the form.   
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Internal Action and Vault EBT Card Authorization 
 
FORM NUMBER - 032-03-387 
 
PURPOSE OF FORM - The Eligibility Unit will use this form to 
communicate with the Issuance or Administrative Unit in the local 
agency. 
 
USE OF FORM - The EW must complete the top portion of the form to 
authorize the Issuance Unit to prepare and issue a vault card to an 
eligible household or authorized representative.  The Eligibility 
Supervisor must complete the top portion of the form to authorize the 
Issuance or Administrative Supervisor, as designated by the agency, to 
credit the card replacement fee to a household's EBT account.  The 
Issuance or Administrative Unit must complete the bottom portion of the 
form to document the action taken.  The primary cardholder or 
authorized representative must also sign the form to acknowledge 
receipt of the vault card.  The agency must use the internal action 
form to document repayment of a claim with funds in an EBT account or 
to debit an account for an administrative error. 
 
NUMBER OF COPIES - Three. 
 
DISPOSITION OF FORM - The Eligibility Worker or Supervisor must retain 
a copy of the form and forward the remaining copies to the Issuance or 
Administrative Unit for completion.  The Issuance or Administrative 
Unit must retain a copy of the fully completed form and return the 
second copy to the Eligibility Unit.  Upon receipt of the form, the 
Eligibility Worker or Supervisor must file the copy in the case file.  
The initial copy completed only by the Eligibility Unit may be 
discarded. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - The EW or Supervisor must 
complete the identifying case and unit information. The EW or 
Supervisor must complete the appropriate section of the top portion of 
the form to explain or authorize actions, including Section I to note 
why a vault card is necessary.  The EW must include the address of the 
person who will receive the vault card, either the primary cardholder 
or authorized representative, for entry in the EBT system.  The EW may 
attach a copy of the AECASE or AECAS1 ADAPT screen, as appropriate, to 
avoid transcription errors. 
 
The Eligibility Supervisor must complete Section II to authorize 
crediting the card replacement fee back to the household's EBT account. 
The Eligibility Supervisor must also complete Section III to debit 
benefits from an account that were erroneously deposited as a result of 
an administrative error. 
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The EW or Supervisor may authorize the reactivation of a dormant 
account by completing Section IV.  The Primary Cardholder may also 
contact the Issuance or Administrative Worker directly to request the 
reactivation of the account.  The EW or supervisor may also authorize 
deducting funds from an account to repay a claim by completing Section 
V. 
 
The Issuance Unit must promptly act to prepare a vault card for a 
household upon receipt of the form completed by the Eligibility Unit.  
The Issuance Worker must obtain and record identity verification before 
releasing the vault card and secure the signature of the primary 
cardholder or authorized representative on the form. 
 
The completed form must remain with a prepared vault card until the 
cardholder comes to the agency.  The Issuance Unit must destroy the 
card after five business days if the cardholder does not receive it or 
make additional arrangements to receive the card.  The Issuance Worker 
must note the date of the destruction of the card on the form.  If the 
agency opts to wait until the cardholder comes to pick up the vault 
card before preparing the card, the Issuance Unit must notify the EW if 
the cardholder fails to obtain the card within five business days after 
the initial authorization by the certification unit. 
 
The supervisor of the Issuance or Administrative Unit, as determined by 
the agency, must complete the section to credit the card replacement 
fee back to the household's EBT account. 
 
The Issuance or Administrative Worker or Supervisor must sign and date 
the form. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TRANSMITTAL #63 



VIRGINIA DEPARTMENT        EMPLOYMENT SERVICES 
OF SOCIAL SERVICES                              REGISTRATION/REPORTING FORM 
 
5/00                                           VOLUME V, PART XXIV, PAGE 78 
 
COMMONWEALTH OF VIRGINIA    Locality;_____________________________________ 
DEPARTMENT OF SOCIAL SERVICES    Case No.:____________________________________ 
       Category: o  GR  o  FS   o Other (Specify)__________ 
EMPLOYMENT SERVICES REGISTRATION FORM 
 
SECTION I IDENTIFYING INFORMATIN (this section is completed by the eligibility worker.)  
 
REGISTRANTS NAME: ____________________________________________________________________________________________________________________ 
    FIRST   MIDDLE   LAST 
 
 
CASE NAME:____________________________________________________________________________________________________________________________ 
    FIRST   MIDDLE   LAST 
 
 
DATE OF BIRTH:_________________________________________________________________________________SSN:____________________________________ 
 
 
ADDRESS:______________________________________________________________________________________________________________________________ 
 
 
MAILING ADDRESS:______________________________________________________________________________________________________________________ 
 
 
TELEPHONE NUMBER: _____________________________________________________________ 
 
SECTION II  REGISTRATION (This section is completed by the person registering for Employment Services.) 
 
 

• MANDATORY REGISTRANT:  I have read the reverse of this form, have received the booklet explaining the program and have had the program 
explained to me.  I understand that registration for the Employment Services Program is necessary in order to be eligible for assistance.  I further 
understand that I or the person required to register may have to: 
 
(a)  seek jobs on my (their) own and in cooperation with the Employment Services staff: 
 
(b)  respond to agency requests; and 

 
(c)  participate in employment and training activities to which I am (they are) assigned. 

 
 
SIGNATURE: ___________________________________________________________________  DATE:______________________________________ 
 
 

• VOLUNTARY REGISTRANT:  I understand that I am registering voluntarily for Employment Services and that I may withdraw at any time without 
any effect on my allotment.  I understand that if I become a mandatory registrant, I must meet Employment Services requirements. 

 
SECTION III – COMMENTS (This section is completed by the eligibility worker.)  
 
 
Food Stamp Application approval date __________________________________Certification period from ______________________to __________________________ 
 
 Are benefits time limited or would they be time limited if the individual did not reside in a waived locality? Yes (    )  No (    )  
 
 Does registrant read and write English?  Yes (    )  No (    )  Unknown (    ) 
 
 Is registrant working part-time?  Yes (    )  No (    )  Unknown (    ) 
 
 Is registrant potentially eligible for unemployment benefits? Yes (    )  No (    )  Unknown (    ) 
 
 
 
 
 
 
 
 
 
 
 
 
Eligibility Worker Signature __________________________________________________ 
 
 
Worker Number ________________________________Date ______________________ 

 
EMPLOYMENT SERVICE UNIT 

Date Referral Received 
 
 
 
 
 
 
 
 

032-03-071/9 (7/99 
ELIGIBILITY UNIT 
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RIGHTS AND RESPONSIBILITIES FOR MANDATORY REGISTRANTS 
 
 
Registration for and participation in the Employment Services Program is a condition of your eligibility to receive assistance.  
 
This means that: 
 

APPLICANTS FOR FOOD STAMPS 
 
   If you are applying for Food Stamps and you fail to register for Employment Services, you will be denied benefits for yourself. 
   Your household may also be ineligible until registration occurs. 
 

RECIPIENTS 
 
GENERAL RELIEF  If you are a recipient of General Relief and you fail, without good cause to participate, you will not be eligible for assistance. 
 
FOOD STAMPS  If you are a recipient of Food Stamps and you fail, without good cause, to participate, you or your entire 
   household will be sanctioned (disqualified) from Food Stamps for: 
 
 
   --one month, or until you comply, whichever is longer, for a first sanction, 
   --three months, or until you comply, whichever is longer, for a second sanction, 
   --six months, or until you comply, whichever is longer, for a third and any subsequent sanctions. 
 
 
If you need help with child care or transportation in order to participate, you will receive such help or you will be excused from participating. 
 
If your assistance is denied or reduced as a result of a determination that (1) you have not registered: or (2) you have failed, without good cause, to participate, 
you may request a hearing to determine if the agency acted properly.  Good cause will exist if you are unable to participate in the program due to an event or 
change in circumstances outside of your control. 
 
The Department of Social Services will not discriminate against any individual or group because of race, sex, religion, age, national origin, color, marital status, 
disability or political beliefs. 
 
IF YOU HAVE ANY QUESTIONS ABOUT REGISTRATION, CONTACT YOUR ELIGIBILITY WORKER. 
 
IF YOU HAVE ANY OTHER QUESTIONS ABOUT THE REQUIREMENTS OF THE EMPLOYMENT SERVICES PROGRAM, 
CONTACT YOUR EMPLOYMENT SERVICES WORKER. 
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            EMPLOYMENT SERVICES REGISTRATION/REPORTING FORM 
 
 
FORM NUMBER - 032-03-071 
 
PURPOSE OF FORM - To be completed in order to meet the work registration 
requirements in Part VIII.A.   
 
USE OF FORM - To be used in agencies which run an Employment and Training 
Program for food stamp recipients.  The pamphlet, "FSET - Making the Right 
Moves", must be given to each registrant at the time of the registration. 
 
NUMBER OF COPIES - Three.   
 
DISPOSITION OF FORM - The original is to be kept in the eligibility case 
record.  The first copy is to be forwarded to the Employment Services Unit 
in the local agency within five days of certifying the household.  The 
second copy is to be given to the applicant when the form is signed. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - The EW must complete the identifying 
information at the top of the form, Section I and Section III. 
 
The information on the back of the form and before the signature line in 
Section II must be reviewed with the applicant at the time the form is 
signed.  Only persons required to be registered will be referred so, the 
applicant must sign and date the form in the Mandatory Registrant section. 
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EMPLOYMENT SERVICES PROGRAMS COMMUNICATIONS FORM 
 
 
FORM NUMBER - 032-02-072 
 
PURPOSE OF FORM - To exchange information about ESP clients between the 
eligibility worker and the Employment Services worker.   
 
USE OF FORM - To be originated by either the eligibility worker or the 
Employment Services worker at the time circumstances change, for the 
registrant, that require the exchange of information.   
 
NUMBER OF COPIES - Three.   
 
DISPOSITION OF FORM - This form is prepared in triplicate.  Distribution of 
the top two copies is indicated on the form.  The third copy remains 
attached to the copy being forwarded, in the event the receiving party uses 
the same form for reply.   
 
INSTRUCTIONS FOR PREPARATION OF FORM  
 
The name of the registrant, the case name, case number and program are to 
be entered in the upper right hand corner by the worker who originates the 
form.   
 
The top half of the form is completed when messages must be communicated to 
eligibility staff from employment services staff.  The employment services 
worker will check whichever block communicates the desired information or 
requests the desired information.   
 
The bottom half of the form is completed when the eligibility staff is 
either returning the form to employment services with the requested 
information completed, or when the eligibility staff is communicating 
information to employment services.  The eligibility worker will check 
whichever blocks are applicable to the situation.  
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COMMONWEALTH OF VIRGINIA 
DEPARTMENT OF SOCIAL SERVICES 
FOOD STAMP PROGRAM 
FOOD STAMP SANCTION NOTICE FOR NON-COMPLIANCE WITH A WORK REQUIREMENT 
 

CASE NUMBER 
 
 
LOCALITY 
 
 

                
 
 
 
 
                

WORKER 
 
 

DATE 

 
NAME:________________________________________________________________________________________________ 
 

• VOLUNTARILY AND WITHOUT GOOD CAUSE QUIT A JOB.  
• VOLUNTARILY AND WITHOUT GOOD CAUSE REDUCED THE HOURS WORKED TO LESS THAN 30 HOURS PER WEEK.  
• REFUSED OR FAILED TO COMPLY WITH THE FOLLOWING EMPLOYMENT PROGRAM REQUIREMENT:  

___________________________________________________________________________________________________________ 
 

AS A RESULT, THE FOLLOWING SANCTION WILL BE APPLIED IN YOUR FOOD STAMP CASE. 
  

• THE PERSON NAMED ABOVE IS DISQUALIFIED AND WILL NOT BE ELIGIBLE TO RECEIVE FOOD STAMP BENEFITS FOR THE 
MONTHS OF __________________________________.  HOWEVER, IF THE PERSON REFUSED OR FAILED TO COMPLY WITH 
AN EMPLOYMENT PROGRAM REQUIREMENT, THE PERSON MUST COMPLY WITH THAT REQUIREMENT IN ORDER TO 
RECEIVE FOOD STAMPB ENEFITS.  
 

• YOUR HOUSEHOLD’S FOOD STAMP ALLOTMENT OF $_____________________WILL BE CHANGED TO $__________________ 
EFFECTIVE ____________________________.  

 
• YOUR ENTIRE HOUSEHOLD WILL NOT BE ELIGIBLE TO RECEIVE FOOD STAMP BENEFITS FOR THE MONTHS OF 

___________________________________.  HOWEVER, IF THE PERSON NAMED ABOVE REFUSED OR FAILED TO COM- 
PLY WITH AN EMPLOYMENT PROGRAM REQUIREMENT, THE PERSON MUST COMPLY WITH THAT REQUIREMENT IN 
ORDER FOR YOUR HOUSEHOLD TO RECEIVE FOOD STAMP BENEFITS.  
 

THE SANCTION INDICATED ABOVE CAN BE LIFTED BEFORE THE END OF THE SANCTION PERIOD IF YOUR HOUSEHOLD IS OTH- 
ERWISE ELIGIBLE AND THE PESON NAMED ABOVE LEAVES THE HOUSEHOLD OR BECOMES EXEMPT FROM THE REQUIRE- 
MENT TO REGISTER FOR WORK.  
 
IF YOU DO NOT AGREE WITH THE PROPOSED ACTION, YOU MAY WRITE OR CALL YOUR WORKER, WHOSE NAME, ADDRESS 
AND PHONE NUMBER APPEAR BELOW, AND ASK FOR A CONFERENCE OR, YOU CAN HAVE A FAIR HEARING ON YOUR CASE.  
AT THE HEARING YOU WILL HAVE A CHANCE TO EXPLAIN WHY YOU THINK WE MADE A MISTAKE, AND AHEARING OFFICER WILL 
DECIDE IF YOU ARE RIGHT.  TO REQUEST A FAIR HEARING, JUST CALL OR WRITE YOUR WORKER, OR WRITE TO THE VIRGINIA 
DEPARTMENT OF SOCIAL SERVICES, 730 EAST BROAD STREET, RICHMOND, VIRGINIA 23219-1849, ATTENTION: HEARING AND 
LEGAL SERVICES MANAGER.  PLEASE SEE THE BACK OF THIS FORM FOR AN EXPLANATION OF HEARINGS.  
 
YOU CAN ALSO REQUST A FAIR HEARING BY CALLING TOLL FREE 1-800-552-3431.  YOU MUST REQUEST YOUR FAIR HEARING 
WITHIN 90 DAYS.  IF YOU APPEAL THE ACTION ON YOUR CASE BEFORE ____________________________ ASSISTANCE MAY 
CONTINUE. HOWEVER, IF ASSISTANCE IS CONTINUED.  YOU MAY HAVE TO REPAY BENEFITS YOU RECEIVED DURING THE 
APPEAL PROCESS IF THE HEARING DECISION SUPPORTS THE AGENCY ACTION. 
 
Eligibility Worker: 
 
 

Agency Address Agency Phone 

For Free Legal Advice Call:      This Number is a Local Legal Services Agency  
 
 
 
032-03-174/5 (11/01)  (Combines former versions of 032-03-174 and 032-03-175) 
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APPEALS AND FAIR HEARINGS 
 
A fair haring provides you opportunity to review the way a local social services agency has handled your situation concerning your 
stated need for food stamps.  The fair hearing is a private, informal meeting at the local social services agency with you and anyone you 
wish to bring as a witness or to help you tell your story, such as a lawyer.  A representative of the local agency will be present as well 
as a hearing officer.   
 
In addition to filing an appeal, you have the right to request a conference with your local social services agency, at which time the agency 
must give you an explanation of its proposed action.  You must also be given the opportunity to present any information on which your 
disagreement with the agency’s proposed action is based.  At this conference, you have the right to have your story presented by an 
authorized representative, such as a friend, relative, or lawyer.  
 
If you request the conference within 10 days of receipt of your advance notice of proposed action to decrease or terminate your food stamps, 
the proposed action will not be taken until a decision is made at your conference. 
 
If you are not satisfied with the local social services agency’s action following the conference, and you want to request that your food stamps 
be continued as usual until a hearing decisi on is received, you must file an appeal within two days following the date of the conference. 
If you do not request a conference but file your appeal within 10 days of your advance notice of action to decrease or terminate your food 
stamps, your benefits may be continued until a hearing decision is reached.  However, if the agency action is upheld, you will be required 
to repay benefits received during the appeal process.  
 
If you wish to request a hearing, follow the instructions on the front of this form. 
 
The person who conducts the hearing is someone from the State Department of Social Services, not someone from your local social services 
agency.  The hearing officer makes a decision on your appeal. 
 
You will be notified of the date and time for your hearing at the local social services agency or at a location agreeable to you and the 
agency.  If you cannot be there on that day, call your service or eligibility worker immediately.  If you need transportation, the local agency 
will provide it.  You may bring a representative and/or witness to the hearing to help you tell your story.  You eligibility worker, a local agency 
supervisor, and possibly other agency staff who know about your case may also be at the hearing to tell how the agency’s decision was 
reached. 
 
At the hearing, you and/or your representative will have the opportunity to: 
 
 
 (1) examine all documents and records which are used at the hearing; 
 
 (2) present your case or have it presented by a lawyer or by another authorized representative; 
 
 (3) bring witnesses; 
 
 (4) establish pertinent facts and advance arguments; and 
 
 (5) question or refute any testimony or evidence, including the opportunity to confront and cross-examine  
  adverse witnesses. 
 
The decision or recommendation of the hearing officer shall be based exclusively on evidence and other material introduced at the 
hearing, except when medical information is requested or other essential information is needed.  In such an event, you and the local 
social services agency would be given the opportunity to question or refute this additional information. 
 
You will be notified in writing of the hearing officer’s decision on your appeal within 60 days of the date your appeal request is received 
by the State Department of Social Services.  
 
It is YOUR RIGHT TO APPEAL decisions of the local social services agency; consequently, if you want more information or help with an 
appeal, you may contact the local social services agency.  It will not cost you anything to request a fair hearing, and you wi ll not be penalized 
for asking for a fair hearing.  If you desire free legal advice you may contact your local legal aid office. 
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 FOOD STAMP SANCTION NOTICE FOR NONCOMPLIANCE WITH A WORK REQUIREMENT 
 
 
FORM NUMBER - 032-03-174 
 
PURPOSE OF FORM - To inform households of reductions or terminations in 
their food stamp allotments due to sanctions for refusal or failure to 
comply with Employment Program requirements.  The agency must also send 
this notice to notify households or individuals of the disqualification 
caused by quitting a job or reducing work without good cause.   
 
USE OF FORM – The EW must complete this form after there is a decision to 
sanction an individual or household.  NOTE:  If there must be simultaneous 
sanctions in both TANF and food stamps for the household’s failure to 
comply with a work requirement, the agency must complete a joint Advance 
Notice of Proposed Action (0320030018) instead of this form. 
  
NUMBER OF COPIES - Two.   
 
DISPOSITION OF FORM - The original must be sent to the household.  The copy 
must be retained in the Food Stamp case record.   
 
INSTRUCTIONS FOR PREPARATION OF THE FORM 
 
The agency must send this form for all employment program sanction 
situations, and findings of voluntary quit or work reduction, except for 
simultaneous TANF and food stamp sanctions as noted above.  The agency must 
send the form even if the certification period is expiring or the household 
had previously been notified of adverse action for some other reason on 
another form. 
 
Enter the appropriate identifying information at the top of the form. 
 
Enter the name of the person who did not comply, and the requirement with 
which he/she did not comply.  Obtain information from the Employment 
Service Worker for violations related to work registration other than 
failure to complete the registration form. 
 
Check the appropriate entry to indicate if the entire household or if only 
an individual is to be sanctioned.  List the months of the sanction, the 
reduction in benefits and the effective date, as appropriate. 
 
Enter the date by which an appeal may be requested in order to continue 
benefits at the original amount.  Enter the day that is 11 days after the 
date of mailing. 
 
Complete the information at the bottom of the form. 
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NAME 
 
 
 

SOCIAL SECURITY NUMBER COMMONWEALTH OF VIRGINIA 
DEPARTMENT OF SOCIAL SERVICES 
FOOD STAMP PROGRAM 
 
 

FOOD STAMP BENEFIT TRACKING SHEET 
CASE NAME 
 
 
 

CASE NUMBER 

 
 36 MONTH BENEFIT PERIOD __________ - __________ 
         MMYY        MMYY 
 

MONTH 1 MONTH 2 MONTH 3 MONTH 4 MONTH 5 MONTH 6 MONTH 7 MONTH 8 MONTH 9 MONTH 10 MONTH 11 MONTH 12 
 
 
 

           

STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS 
 
 
 

           

 
  

MONTH 13 MONTH 14 MONTH 15 MONTH 16 MONTH 17 MONTH 18 MONTH 19 MONTH 20 MONTH 21 MONTH 22 MONTH 23 MONTH 24 
 
 
 

           

STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS 
 
 
 

           

 
 
 

MONTH 25 MONTH 26 MONTH 27 MONTH 28 MONTH 29 MONTH 30 MONTH 31 MONTH 32 MONTH 33 MONTH 34 MONTH 35 MONTH 36 
 
 
 

           

STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS 
 
 
 

           

 
 

STATUS CODES 
 

  PM:  Month with prorated benefits.     E3:  Exempt.  Minor child in home 
  Y1:  Benefit received (1st  3 months).     E4:  Exempt.  Pregnant 
  Y2:  Benefit received (2nd 3 months) Must be consecutive.  E5:  Exempt.  Medically certified as unable to work. 
  RE:  Regained Eligibility.      E6:  Exempt.  Meets a work registration exemption. 
  N :  No benefit received.      E7:  Exempt.  Locality exempted. 
  E1:  Exempt.  Working at least 20 hrs/wk.    E8:  Exempt.  Age. 
  E2:  Exempt.  Participating in an approved work program.   
 
032-03-920/2 (11/01) 
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 FOOD STAMP BENEFIT TRACKING SHEET 
 
 
FORM NUMBER - 032-03-920 
 
PURPOSE OF FORM – The agency may use this form to track participation in 
the Food Stamp Program of each household member between the ages of 18 and 
50, in order to limit participation to three months within a 36-month 
period or to accurately record exemptions to the Work Requirement 
accurately. 
 
USE OF FORM - To be completed by the EW at certification and when changes 
are processed.  If the agency elects to use the form, the EW must update 
the form retrospectively to record changes in exemptions and participation. 
 
NUMBER OF COPIES  - One. 
 
DISPOSITION OF FORM - The form must be retained in the case record.  The 
form or the information contained on the form must be shared with other 
Virginia localities when individuals move from one locality to another.  
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the individual member’s 
name and case information at the top of the form.  List the 36-month period 
beginning with the first month of participation.  For each month, record a 
code for each month of participation. 
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NOTICE OF INTENTIONAL PROGRAM VIOLATION 
 
 
FORM NUMBER - 032-03-721  This form and instructions are available 
online at www.localagency.dss.state.va.us/divisions/bp/forms.cgi. 
 
PURPOSE OF FORM - To advise a person that he/she is suspected of having 
committed an intentional program violation (IPV). 
 
USE OF FORM – The worker must complete this form to advise a household 
that an IPV is suspected.  The worker must send this form with the 
Waiver of Administrative Disqualification Hearing and the 
Administrative Disqualification Hearings pamphlet (032-01-961). 
 
NUMBER OF COPIES - Two. 
 
DISPOSITION OF FORM - The worker must send the original to the 
individual suspected of committing an IPV and keep a copy. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying 
information at the top of the form.  Complete the form with appropriate 
information to note the program involved, the actions allegedly 
committed, the supporting evidence, and the length of the 
disqualification period.  The back of the form may be used if 
additional space is needed for these explanations.  Sign the form and 
complete the information at the bottom of the form. 
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 WAIVER OF ADMINISTRATIVE DISQUALIFICATION HEARING 
 
 
FORM NUMBER - 032-03-722  This form and instructions are available 
online at www.localagency.dss.state.va.us/divisions/bp/forms.cgi. 
 
PURPOSE OF FORM - To advise a household member suspected of having 
committed an intentional program violation (IPV) that the right to a 
hearing may be waived but the disqualification penalty will be imposed 
if the waiver is signed. 
 
USE OF FORM – The local agency must complete the form and send it to 
determine if a waiver to the administrative disqualification hearing 
can be obtained before referring the case to the Hearing Authority. 
This form must be sent with the Notice of Intentional Program 
Violation. 
 
NUMBER OF COPIES - Three. 
 
DISPOSITION OF FORM - The local agency must send the original to the 
individual suspected of committing an IPV and send a copy to Fraud 
Management if the waiver is signed.  The agency must keep a copy. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying 
information at the top of the form.  Enter the amount of the 
overpayment or overissuance for the program involved.  Complete the 
form with the date by which the form must be returned if the waiver is 
to be activated.  Enter a date that is 10 days after the mailing date. 
 
If the right to the hearing is waived, the individual must complete the 
rest of the form and return it to the agency. 
 
If a signed waiver is returned to the agency, a copy must be sent to 
Fraud Management. 
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 REFERRAL FOR ADMINISTRATIVE DISQUALIFICATION HEARING 
 
 
FORM NUMBER - 032-03-725  This form and instructions are available 
online at www.localagency.dss.state.va.us/divisions/bp/forms.cgi. 
 
PURPOSE OF FORM - To refer cases to the State Hearing Authority where 
an individual is suspected of having committed an intentional program 
violation. 
 
USE OF FORM – The local agency worker must complete the form to provide 
information needed by the State Hearing Authority in order to initiate 
an administrative disqualification hearing.  Mail the referral to:   
 

Virginia Department of Social Services 
Hearings and Legal Services Manager 
7 North Eighth Street 
Richmond, VA  23219-3301 

 
 
NUMBER OF COPIES - Three. 
 
DISPOSITION OF FORM - The local agency must send the original and one 
copy to the Hearings Manager and keep a copy.   
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the information 
requested at the top of the form.  The Period of Intentional Program 
Violation (IPV) is the span of time over which the IPV occurred.  This 
will often coincide with the dates over which a claim was established.   
 
The "Amount of Overissuance" is the total amount of the claim which 
relates to the IPV.  If the IPV was due to an act which did not result 
in an overissuance, for example, using food stamps to pay rent, or 
misrepresenting the household's income on an application that was 
subsequently denied, indicate "0" overissuance in this block.   
 
Explain the intentional act alleged and the evidence the agency has to 
support its claim.  Evidence listed here is to be made available to the 
individual and will be presented at the hearing.  Confidential or other 
information restricted from the household cannot be the basis of the 
evidence to support the accusation of an IPV. 
 
The agency director/superintendent or designee must sign the form. 
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Commonwealth of Virginia 
Department of Social Services 
ADVANCE NOTICE OF ADMINISTRATIVE DISQUALIFICATION HEARING 
 

Case Name 
 
 
Case Number 
 
 

Name and Address 

Locality 
 

Date 
 
 

 
 
The local social service department has recently completed an investigation of you_________ 
Temporary Assistance to Needy Families (TANF) case, or _____Food Stamp case. 
 
The department believes you committed an intentional violation of a program rule because 
(continue on reverse, if necessary): 
 
 
 
 
The department has the following evidence to support the case against you (continue on 
reverse, if necessary): 
 
 
 
 
You or your representative may look at this evidence at the local social service department by 
calling your local worker to arrange a convenient time. 
 
An Administrative Disqualification Hearing has been scheduled to examine the facts of your 
case.  The hearing will be held at: 
 
Time 
 
Date 
 

Place 

 
If the hearing officer finds you intentionally violated a program rule, you will be 
disqualified from receiving benefits for the period shown below (the items checked apply to 
you): 
 

Temporary Assistance for Needy Families (TANF) 
 
____ 6 months, 1st violation  _____ 12 months, 2nd violation  _____permanently, 3rd violation 
 
If you are not receiving TANF benefits now, you will be subject to the above disqualification 
penalty whenever you apply for TANF and are found eligible for TANF benefits again. 
 
____months, 1st violation  _____months, 2nd violation  _____ permanently, 3rd violation 
____Other (specify)__________________ 
 
It is important that you or your representative be at the hearing.  Otherwise, a decision will 
be based solely on information provided by the local social service department.  If you are 
unable to attend the scheduled hearing, you must contact the local social service department 
at least 10 days in advance of the hearing date.  If you or your representative fail to appear 
at a scheduled hearing, you must contact the local the local social service department within 
10 days after the date of the hearing and present good reason for your failure to appear in 
order to receive a new hearing.  An explanation of the steps involved in a hearing is 
enclosed.   
 

(continued on next page) 
032-03-724/6 
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ADVANCE NOTICE OF ADMINISTRATIVE DISQUALIFICATION HEARING 
 
Even though this hearing is scheduled, this does not prevent the State or Federal Government 
from prosecuting you for an intentional violation of a program rule in a court of law or from 
collecting the overpayment or overissuance.  If you have any questions or need the name and 
phone number of someone who can give you free legal advice, call the local social service 
office at: _______________________________________________________ 
 
 
 
 
Hearing Officer 

 
Phone Number 
 

 
 

(Continuation of explanations from page 1, if necessary) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

YOU HAVE THE RIGHT TO: 
 
 
• Look at the evidence that will be used at the hearing both before and during the hearing. 
Please call the local social service department if you wish to look at the evidence before the 
hearing.  The department will provide a free copy of the portions of your case file that 
relate to the hearing upon request. 
 
• Present your own case or have someone present your case for you, such as a lawyer, friend, 
relative, or community worker. 
 
• Bring your own witnesses. 
 
• Argue your case freely. 
 
• Question or deny any evidence or statements made against you. 
 
• Bring any evidence you may have that would support your case. 
 
• Remain silent concerning the charge(s) against you. 
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 ADVANCE NOTICE OF ADMINISTRATIVE DISQUALIFICATION HEARING 
 
 
FORM NUMBER - 032-03-724  This form and instructions are available 
online at www.localagency.dss.state.va.us/divisions/bp/forms.cgi. 
 
PURPOSE OF FORM - To schedule an administrative disqualification 
hearing (ADH). 
 
USE OF FORM – The hearing officer must complete the form to provide an 
individual with a notice in advance of an ADH.  The form must be sent 
by first class mail or certified mail with return receipt requested, or 
may be provided by any other reliable method.  The ADH pamphlet must be 
sent to the individual with the advance notice. 
 
NUMBER OF COPIES - Three. 
 
DISPOSITION OF FORM - The hearing officer must send the original to the 
individual alleged to have committed an IPV and a copy to the local 
agency.  The hearing officer must keep a copy. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying 
information at the top of the form.  Information provided on the 
referral for the ADH will be used as the basis for the hearing. 
 
Complete the form with the date, time and location of the hearing.  
Note the disqualification period for the IPV.  Include other 
information as needed to complete the form. 
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ADMINISTRATIVE DISQUALIFICATION HEARING DECISION 
 
 
FORM NUMBER - 032-03-723  (This form and instructions are available 
online at www.localagency.dss.state.va.us/divisions/bp/forms.cgi. 
 
PURPOSE OF FORM - To advise the household member suspected of an 
intentional program violation (IPV) of the outcome of the 
Administrative Disqualification Hearing (ADH). 
 
USE OF FORM – The hearing officer must complete the form to include the 
decision rendered. 
 
NUMBER OF COPIES - Three. 
 
DISPOSITION OF FORM - The hearing officer must send the original to the 
household member and send a copy to the local agency.  The hearings 
officer must keep a copy. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying 
information requested at the top of the form.  Complete the form 
showing the date of the hearing and note whether an IPV was committed.  
If an IPV was determined, note the disqualification period for the 
program involved. 
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NOTICE OF DISQUALIFICATION FOR INTENTIONAL PROGRAM VIOLATION 
 
 
FORM NUMBER - 032-03-052  (This form and instructions are available 
online at www.localagency.dss.state.va.us/divisions/bp/forms.cgi. 
 
PURPOSE OF FORM - To advise the household of a disqualification due to 
an intentional program violation. 
 
USE OF FORM – The local agency worker must send this form to advise the 
household of the length, reason and starting date of a 
disqualification. 
 
NUMBER OF COPIES - Two.   
 
DISPOSITION OF FORM - The local agency worker must send the original to 
the household and file a copy in the case record. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - Complete the form with 
information appropriate for the case and for the program involved.  
Enter the name of the individual who is to be disqualified. 
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COMMONWEALTH OF VIRGINIA 
DEPARTMENT OF SOCIAL SERVICES 
FOOD STAMP PROGRAM 
NOTICE OF ACTION AND EXPIRATION 
 

CASE NUMBER 
 
 
DATE 
 
 
COUNTY/CITY  

THIS IS TO INFORM YOU OF ACTION TAKEN ON YOUR FOOD STAMP APPLICATION OR CASE 

 
 
        
 
 
 
 
 
 
        
 

 

 
SECTION 1.  ACTION ON APPLICATION DATED _______________________________________________ 

 
Approved for following months ____________________________________________________________________________________________________ 
 
Amount first month $___________________ Months covered_________________________ Amount for following months$___________________________ 
 
You selected _______________________________as Head of Household. If all adult members do not agree, contact your worker within 10 days. 
 
 

YOU MUST REPORT WITHIN 10 DAYS REQUIRED CHANGES IN THE PERSON IN YOUR 
HOUSEHOLD AND IN YOUR FINANCIAL SITUATION.  If necessary, you may call collect. 
 
Children approved for food stamp benefits and attending public school may be eligible for free meals.  Call your school for more information.  
 
Food stamp or an ATP card not received in the mail or destroyed after receipt may be replaced if the loss is reported right away. 
 
If you do not agree with the action we have taken or the amount of food stamps you are receiving, you can have a fair hearing on your case.  At the hearing 
you will have a chance to explain why you think we made a mistake, and a hearing officer will decide if you are right.  To request a fair hearing, you may call 
me at the number below or write to the Virginia Department of Social Services, Attention:  Manager, Appeals and Fair Hearings, 730 East Broad Street, 
Richmond, Virginia 23219-1849.  You may also request a fair hearing by calling toll free 1-800-552-3431.  You must request your fair hearing within the next 
90 days.  If you appeal the action on y our case before ____________________________________________________assistance may continue.  However, if 
assistance is continued, you may have to repay benefits you received during the appeal process if the hearing decision supports the agency action.  For 
additional information about appeals and fair hearings, please see the back of this notice.  
 

SECTION 2.  ACTION REQUIRED TO RECEIVE UNINTERUPTED BENEFITS 
 
Your food stamp certification will end on _____________________________________________________________________________________________ 
 
In order to receive uninterrupted benefits following the end of your current certification, you must complete a new application.  
 
by_________________________________________________________________ and be found eligible based on the information given on this application. 
You may request an application to complete yourself or to be completed by anyone you choose, or we will be happy to assist you to complete the 
application.  We can only begin processing your request for continued certification upon receipt of an application form having at least your name, address 
and signature.  If you fail to complete an application by the date indicated above, you cannot be assured of continued participation without interruption.  
 
We have arranged an appointment for an interview on:__________________________________________________________________________________ 
if you miss this or any interview scheduled by the local social services agency for your food stamp application, it will be your responsibility to reschedule 
it.  If you unable to come to the agency for an interview and you are unable to appoint an authorized representative to come for you, please let  
us know.  Under certain circumstances, an office interview may be waived and arrangements made for an out -of -office or telephone interview.  It will 
also be necessary for you to provide your eligibility worker with proof of your income and expenses if requested in order to receive uninterrupted benefits. 
 
If all members of your household are now receiving Supplemental Security Income (SSI) or plan to apply for SSI, you may reapply for food stamps at the 
social security office instead of filing your application at the local social services agency.  The social security office will send your application to the social 
services agency for processing.  If you choose to do this, the social security office must also receive your application by the date indicated above.  
 
 
 
 
Worker 
 
 

Telephone Number For Free Legal Advice Call 
 

032-03-460/1 (12/97) 
 

CLIENT 
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APPEALS AND FAIR HEARINGS 
 
A fair haring provides you opportunity to review the way a local social services agency has handled  your situation concerning your 
stated need for food stamps.  The fair hearing is a private, informal meeting at the local social services agency with you and anyone you 
wish to bring as a witness or to help you tell your story, such as a lawyer.  A representative of the local agency will be present as well  
as a hearing officer.  The hearing officer is the official representative of the State Department of Social Services.  
 
In addition to filing an appeal, you have the right to request a conference with your local social services agency, at which time the agency 
must give you an explanation of its proposed action.  You must also be given the opportunity to present any information on which your 
disagreement with the agency’s proposed action is based.  At such a conference, you have the right to have your story presented by an 
authorized representative, such as a friend, relative, or lawyer.  
 
If you request the conference within 10 days of receipt of your advance notice of proposed action to decrease or terminate your food stamps, 
the proposed action will not be taken until a decision is made at your conference. 
 
If you are not satisfied with the local social services agency’s action following the conference, and you want to request that your food stamps 
be continued as usual until a hearing decision is received, you must file an appeal within two days following the date of the conference. 
If you do not request a conference but file your appeal within 10 days of your advance notice of action to decrease or terminate your food 
stamps, your benefits may be continued until a hearing decision is reached.  However, if the agency action is upheld, you will be required 
to repay assistance received during the appeal process.  
 
If you request an appeal concerning your food stamps, the local social services agency must offer you a conference after your appeal is filed. 
 
If you wish to request a hearing, follow the instructions on the front of this form. 
 
The person who conducts the hearing is someone from the State Department of Social Services, not someone from your local social services 
agency.  The hearing officer makes a decision on your appeal. 
 
You will be notified of the date and time for your hearing at the local social services agency or at a location agreeable to you and the 
agency.  If you cannot be there on that day, call your service or eligibility worker immediately.  If you need transportation, the local agency 
will provide it.  You must bring a representative and/or witness to the hearing to help you tell your story.  Your service or eligibility worker,  
a local agency supervisor, and possibly other agency staff who know about your case may also be at the hearing to tell how the agency’s 
decision was reached. 
 
At the hearing, you and/or your representative will have the opportunity to: 
 
 (1) examine all documents and records which are used at the hearing; 
 
 (2) present your case or have it presented by a lawyer or by another authorized representative; 
 
 (3) bring witnesses; 
 
 (4) establish pertinent facts and advance arguments; and 
 
 (5) question or refute any testimony or evidence, including the opportunity to confront and cross-examine  
 adverse witnesses. 
 
The decision or recommendation of the hearing officer shall be based exclusively on evidence and other material introduced at the 
hearing, except when medical information is requested or other essential information is needed.  In such an event, you and the local 
social services agency would be given the opportunity to question or refute this additional information. 
 
You will be notified in writing of the hearing officer’s decision on your appeal within 60 days of the date your appeal request is received 
by the State Department of Social Services.  
 
It is YOUR RIGHT TO APPEAL decisions of the local social services agency, consequently, if you want more information or help with an 
appeal, you may contact the local social services agency.  It will not cost you anything to request a fair hearing, and you will not be penalized 
for asking for a fair hearing.  If you desire free legal advice you may contact your local legal aid office. 
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 NOTICE OF ACTION AND EXPIRATION 
 
FORM NUMBER - 032-03-460 
 
PURPOSE OF FORM - To notify applying households of the approval of the 
application and the end of the certification period so that households will 
have the opportunity to file a timely application for recertification. 
 
USE OF FORM - To be sent by the local agency to advise the household of the 
approval of the application, the certification period, amount of benefits 
and the date by which a recertification application must be filed.  
 
NUMBER OF COPIES - Two. 
 
DISPOSITION OF FORM - The original is to be mailed to the household.  The 
copy is to be filed in the case record. 
 
INSTRUCTIONS FOR PREPARATION - The form may be used in place of the Notice 
of Action and the Notice of Expiration.  If used, the Notice of Action And 
Expiration must be completed by the eligibility worker and provided to the 
applicant upon the approval of the application.  This form is appropriate 
only for those households assigned a one-month certification period or 
those approved in the last month of eligibility. 
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COMMONWEALTH OF VIRGINIA      
DEPARTMENT OF SOCIAL SERVICES 
ADAPT VERIFICATION FORM 
 
 
Case Name: 
 
 

 
ADAPT Case #: 
 
Legacy Case #: 
 

 
Residence Verification: 

 
Programs: 
 
 

 
Application/Renewal Date: 

 
Identity Verification: 

 
Authorized Representative/Identity Verification: 

 
Interview Date: 
Face to Face Interview:  ❏   Yes  ❏   No 
If No. Reason: 
 

1. Resources:          2.  Vehicles: 
 
Per# 

 
Type/Code 

 
Verification 

 
Per # 

 
Identifier 

 
Verification 

 
 
 
 
 
 
 
 
 
 

     
 
 
 
 
 
 
 
 
DMV  ❏   Match  ❏  No Match    Date ______ 

3. Earned Income/Unearned Income: 
 
Per# 

 
Type/Code 

 
Verification 

 
 
 
 
 
 
 
 
 
 

  

VEC ❏  Match  ❏  No Match  Date _____  SVES ❏   Match ❏  No Match  Date _____  APECS ❏  Match  ❏  No Match  Date ____  
4. Shelter Expenses:    5.  Day Care/Medical/Support Expenses: 
 
Per# 

 
Type 

 
Verification 

 
Per # 

 
Type 

 
Verification 

 
 
 
 
 
 
 
 
 
 
 

     
 

 
UTILITY STANDARD ❏  Y  ❏  N   ❏  1-3   ❏  4+  PHONE STANDARD ❏  Y  ❏  N     HOMELESS STANDARD ❏  Y  ❏  N    
 
 
REASON FOR ENTITLEMENT TO STANDARD 
 
032-03-366/4 (10/02) 

FIPS 
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6. Divisionary Assistance Program 
 
Documentation of Circumstances: 

 
Amount/Type Emergency  Verification 
 
 
 
 
 
Remember:  Enter Sanction Period (POI) in ADAPT 
 

7. Other  (Check any items that require verification and document your verification in the space below) 
 
❏  Deprivation 
 
❏  Living with Specified Relative 
 
❏  Immunizations 
 
❏  Truancy 
 
❏  Excluded Persons/Reason 
 
❏  FS Work Requirement Exemption 
 
❏  FSET/ESP/VIEW Registration 
 or Participation 
 
❏  Voluntary Quit 
 
❏  Sanction/Penalty 
 
❏  Resource/Income Transfer 
 
❏  Disability/Aged 
 
❏  Health Insurance 
 
❏  HIPP/Medical Questionnaire 
 
❏  Medicaid Assignment of Rights 
 (Indicate Person(s) Ineligible) 
 
❏  Pregnancy/Conception Date 
 Estimated Due Date 
 
❏  Other Specify:_______________ 
 
 ___________________________ 
 

 

8. Good Cause Claimed: 
 
❏  DCSE ❏   Yes ❏   No 
❏  FAMIS 
 Dropped Insurance 
 ❏  Yes ❏     No 
 

 
Documentation: ________________________________________ 
 
 
Good Cause:   ❏   Exists ❏   Does Not Exist 

IF ALL PROGRAMS APPLIED FOR ARE ON ADAPT, PLEASE GO TO PAGE 4. 
2 
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Evaluation of Eligibility 
 
9. Programs: ❏   Medicaid ❏  GR      ❏  AG     ❏  SLH     ❏  TANF-EA     ❏   RRP      ❏   FAMIS 
 
10. Case Number 11.  Retroactive Medicaid Determination: 
 
 
 
 
 

 
Retroactive Period From:    to: 
 
Service in past 3 months:  ❏   Y Date   ❏   N 

12.   Institutional Status: 
 
❏   NF    ❏   CBC       ❏   ACR/AFC Date Entered  ACR/AFC Rate 
 
DMAS-96   ❏   Y        ❏   N  SAR    ❏   Y     ❏   N   Community Spouse?  ❏   Y    ❏   N 
 
13. Income: 

 
Type 

Countable 
Y/N 

 
Calculations/Comments: 

 
Amount 

 
 
 
 
 
 

   

 
INCOME LIMIT:          TOTAL COUNTABLE INCOME: 

 

14. Resources 
Type Countable 

Y/N 
 

Calculations/Comments: 
 

Amount 
 
 
 
 
 

   

 
RESOURCE LIMIT:          TOTAL COUNTABLE INCOME: 

 

15. Spend-down Calculation: 
 
Period 

 
Person(s) 

 
Countable Income 

 
Income Limit 

 
Excess Income 

     
 
 
 

16. Medicaid Covered Group: 
 
 
 
17. State/Local Hospitalization: 
 
Person(s) 

 
Service Date(s) 

 
Provider(s) 

 
Applied within 30 days? Y/N 

 
 

   

 
 

   

3 
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18. General Relief Maintenance: 
 
Period of Unemployment:    Applied for SSI?  ❏  Y Date:     ❏  N 
 
SSI Decision Appealed?  ❏ Y     ❏  N  Release of SSI Check Signed?    ❏  Y Date:     ❏  N 
 
❏   Full Standard  ❏   Modified Standard Reason for Modified Standard: 
19. Emergency Assistance: 
 
Date and Reason for Emergency: 
 
 
Assistance Previously Received:  ❏ Y     ❏  N  Dates and Amounts Received: 
 
20. Comments: 
 
 
 
 
 
 
 
 
 
 
 
21. Disposition: Date Given: Food Stamp Hotline Info _____ Benefit Programs Booklet ______ Medicaid Handbook ______ 
 

 
Food Stamps 

 
TANF 

 
Medicaid 

 
FA\MIS 

 
TANF-EA/GR/AG//SLH/RRP 

 
 
Certification Period:  to 

   

22.  Signatures: 
 

EW Signature 
Date Supervisor Signature Date 

 
 
 

   

 

PARTIAL REVIEWS AND CHANGES 
 
Program 

 
Action Date 

 
Effective Date 

 
Reason for review, methods and dates of verification 

Worker’s Signature and Date 
(Supervisor’s Signature/Date) 

 
 
 
 
 
 
 
 
 
 
 
 

    

 
 

4 
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ADAPT VERIFICATION FORM 
 

FORM NUMBER - 032-03-366 
 
PURPOSE OF FORM - To be used with the Permanent Verification Log to 
document methods and dates of verification of eligibility factors in Food 
Stamps and TANF cases.  In addition, this form is used to document 
verification and determine eligibility for Medicaid, General Relief, SLH, 
TANF-EA, Refugee Assistance, and Auxiliary Grants when the evaluation is 
being completed at the same time as TANF or Food Stamps. When eligibility 
for other programs is being evaluated separately from the Food Stamp 
Program or TANF, the Evaluation of Eligibility form (032-03-823) must be 
completed.   Documentation must be in sufficient detail to permit a 
supervisor, Quality Control, fraud investigator, or any other person 
reviewing the case record and information in ADAPT to determine the 
reasonableness and accuracy of the determination of eligibility. 
 
USE OF FORM - The form must be completed at application and renewal for all 
programs for which the applicant/recipient is applying or receiving 
assistance. The form is also used to document and verify interim changes 
and determine continued eligibility as appropriate. 
 
DISPOSITION OF FORM - The form must be retained in the case record with the 
appropriate ADAPT Request for Assistance and Statement of Facts OR 
application. 
 
INSTRUCTIONS FOR PREPARATION OF FORM - When completing this form, it is not 
necessary to restate information if it is attached.  Reference must be made 
to any information attached to the form. 
 
CASE INFORMATION  
 
Enter identifying case and application information, as appropriate. 
 
§ Residence Verification: Verify residence, as required by policy.  
 
§ Identity Verification: Verify identity, as required by policy. 
 
§ Authorized Representative/Identity Verification: Enter the authorized 

representative's name and verify identity, as required by policy. 
 
§ Interview Date: Enter the date the applicant/recipient or authorized 

representative is interviewed. Indicate whether this is a face-to-face 
interview, and if not, the reason. 

 
1.  Resources: For each resource verified, enter the ADAPT person number, 
the type of resource or ADAPT resource code  (e.g., bank accounts, real 
property, business or farming equipment) and verification (date, method, 
and source of verification). 
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2.  Vehicles: For each vehicle, enter the ADAPT person number, the vehicle 
identifier used in ADAPT, and verification (date, method, and source of 
verification).  Complete a DMV inquiry and indicate whether a match was 
found, the date of the DMV records check, and attach the match.  Document 
resolution of any discrepancies.  If matches must be completed on more than 
one person, use the Comments section for the additional persons.  If no 
change has occurred since the previous match, the agency may indicate "no 
change" and is not required to print the match information again. 
 
3.  Earned and Unearned Income: For each source of income verified, enter 
the ADAPT person number, the type of income or the ADAPT income code, and 
verification (date, method, and source of verification, and explanation as 
to the pay verification used, if applicable).  Include in-kind income and 
vendor payments. 
 
Indicate when APECS, VEC, or SVES matches were checked, and attach any 
matches.  Document resolution of any discrepancies.  If matches must be 
completed on more than one person, use the Comments section for the 
additional persons.  If no change has occurred since the previous match, 
the agency may indicate "no change" and is not required to print the match 
information again. 
 
4.  Shelter Expenses: Enter the ADAPT person number, the type of expense, 
and the date, method and source of verification. 
 
5.  Day Care/Medical/Support Expenses: For each expense verified, enter the 
ADAPT person number, the type (day care, medical expense, or support), and 
verification (date, method, and source of verification). 
 
6.  Diversionary Assistance Program: Enter the date, method, and source of 
the verification received documenting the need(s) for diversionary 
assistance, the type of emergency, and the amount needed to resolve the 
emergency. 
 
7.  Other Documentation: Check the appropriate items and enter the date, 
method, and source of verification.  If "Other" is checked, specify the 
requirement being documented or questionable information being resolved, 
e.g., separate household status. 
 
8.  Good Cause Claimed: Check the type of good cause claim applicable to 
the program(s) evaluated.  Indicate whether good cause exists and explain 
the basis for the decision. 
 
NOTE: IF ALL PROGRAMS APPLIED FOR ARE ON ADAPT, PROCEED TO ITEMS 20 -22, AS 
APPLICABLE, otherwise complete #9-19. 
 
9. -12 Complete as appropriate. 
 
 
 

TRANSMITTAL #46 



VIRGINIA DEPARTMENT 
OF SOCIAL SERVICES                                  ADAPT VERIFICATION FORM 
 
4/03                                          VOLUME V, PART XXIV, PAGE 114 
 
 
13. Income: Enter the type of income, whether it is countable, any 
calculations/explanations, and the amount of countable income from each 
source.  Enter the appropriate income limit and the total countable income. 
 
14. Resources: Enter the type of resource, whether it is countable, any 
calculations/explanations, and the amount of each countable resource.  
Enter the appropriate resource limit and the total countable resources. 
 
15. Spend-down Calculation: Complete, as appropriate. 
 
16. Medicaid Covered Group: Complete as appropriate.  Specify the covered 
group from Volume XIII, Chapter M03.  If the applicant/recipient does not 
meet a covered group, document the basis for the decision. 
 
17.-19  Complete as appropriate. 
 
20.  Comments:  Enter any additional information pertinent to the case not 
stated elsewhere, including calculations, such as Medicaid budget units. 
 
21.  Disposition:  Enter the disposition for applicable programs.  Enter 
the certification period for the Food Stamp case. 
 
22.  Signatures:  The Eligibility Worker must sign and date the form.  If a 
supervisory review is done, the supervisor must sign and date the form 
also. 
 
PARTIAL REVIEWS AND CHANGES -  Complete, as appropriate, for changes that 
occur between renewals to determine the effect on eligibility. 
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 Notice of Transfer 
 
FORM NUMBER - 032-03-658 
 
PURPOSE AND USE OF FORM - To advise a household that responsibility for 
a case has been transferred from one locality to another and to provide 
the contact information of the new agency. 
 
NUMBER OF COPIES - Two. 
 
DISPOSITION OF FORM - The local agency worker must complete the form 
and mail it to the household when a case record is transferred to 
another locality. 
 
INSTRUCTIONS FOR PREPARATION OF FORM – 
 
Complete the form with identifying information of the case and with the 
telephone number and address of the local social services agency to 
which the case has been transferred.  Mark the section to note if the 
household is required to provide verifications that affect the benefit 
amount to the new agency.  Identify the information needed from the 
household on the Notice of Action or checklist and on the Case Record 
Transfer Form. 
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Case Record Transfer Form 
 

 
FORM NUMBER - 032-03-227 
 
PURPOSE AND USE OF FORM - To communicate between local departments of 
social services when transferring responsibility for a case for program 
benefits from one agency to another.  The form also serves as 
confirmation to acknowledge receipt of the case record. 
 
NUMBER OF COPIES - Three. 
 
DISPOSITION OF FORM - The local agency worker in the transferring 
agency must complete the names and addresses of the affected agencies 
and appropriate parts Section I of the form to address the types of 
assistance affected.  The worker must prepare the case record for 
transfer to the new locality and send two copies of the form and case 
record to the receiving agency.  The transferring agency must keep a 
copy of the completed form. 
 
INSTRUCTIONS FOR PREPARATION OF FORM – 
 
Complete the form with identifying information of the case and with the 
names and addresses of the agency from which the case is being 
transferred and the agency to which the case is being transferred.  
Complete Section I to identify the types of assistance and benefit 
amounts for the household.  Add additional comments as needed.  A 
representative of the transferring agency must sign the form. 
 
A representative of the receiving local agency must complete Section II 
of the form to acknowledge the receipt of the case record.  The agency 
must send copy of the completed form to the agency from which the case 
was transferred and keep a copy of the form. 
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